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LATE INTUSSUSCEPTION OF THE BOWEL INTO. THE STOMACH AFTER 
GASTRO-ENTEROSTOMY* 


BY FRANKLIN. W. WHITE, M.D.,t AND I. R. JANKELSON, M.D.t 


WO eases of late intussusception of the bowel 

into the stomach after gastro-enterostomy 
are reported herein and the literature on the 
subject reviewed for the following reasons: 
First, the condition is evidently very rare. We 
have found only 18 previously reported cases 
and only one of these in America, that de- 
seribed in the Annals of Surgery for 1922 by one 
of our:members, Richard Lewisohn. Secondly, 
the condition is usually wrongly diagnosed. In 
no case in the literature was there an exact diag- 
nosis before the abdomen was opened. Thirdly, 
delay or wrong treatment is fatal, the mortality 
being about 50%. Fourthly, we hope to offer 
some suggestions which will aid in diagnosis. 


Case I. A man, aged 38, of alcoholic habits was 
admitted to the hospital a year and a half ago with 
a short history of hunger pain in the epigastrium re- 
lieved by food. Following an alcoholic spree, he 
had persistent vomiting for a week, ending in an at- 
tack of severe epigastric pain. He entered the hos- 
pital with marked spasm in the epigastrium and 
right upper quadrant, without tenderness, masses, 
shifting dullness or obliteration of the liver dullness. 
Operation showed an indurated ulcer of the first 
portion of the duodenum “about ready to perforate.” 
The ulcer was turned in and sutured and a gastro- 
enterostomy was done and the abdomen closed with- 
out drainage. Pneumonia of the lower lobe of the 
right lung developed; otherwise convalescence was 
uneventful. He was entirely well for a year and 
a half, eating everything and using alcohol freely at 
times. 

The day before his second admission to the hos- 
pital, after a spree, he had a sudden attack of epi- 
gastric pain or distress with vomiting of blood sev- 
eral times, about 114 pints of bloody fluid in all. 
At entrance he was pale, weak, restless and anxious; 
pulse 130; respirations 30; temperature 98; blood 
pressure 70 systolic, 40 diastolic. There was slight 
spasm.in the epigastrium, which soon disappeared, 
and a question of a vague mass. He vomited three 
or four times the first day in the hospital, about a 
half pint of bloody fluid each time. His hemoglobin 

was 80% and red blood cell count 4,600,000, prob- 
ably due to concentration following hematemesis. 

The usual treatment for gastric hemorrhage was 
given: complete rest, morphia 1/6 to 1/4 grain twice 
a day, nothing by mouth, rectal glucose solution. The 
consulting surgeon, Dr. Kimpton, saw no reason for 
immediate operation, but advised transfusion of 500 
c.c. of blood and exploration of the abdomen if there 
was any further hemorrhage. After transfusion there 
was no more vomiting or visible bleeding, but the 
patient grew rapidly weaker and died the next day 

*From the Gastro-Intestinal Clinic, Boston City Hospital. 

Read at’ the Annual Meeting of the American Gastro-Entero- 
logical Aueviniiee, Washington, May 1, 1928. 

+For record and address of author see ‘‘This Week’s Issue,’ 
page 1226. 





Our antemortem diagnosis was recurrence of 
a peptic uleer in the duodenum (or possibly 
jejunum) with hemorrhage. Cirrhosis of the 
liver was also considered. 

The report. of the pathologist is as follows: The 
stomach is greatly dilated, darker in color than nor- 
mal, and filled with dark, blood-stained fluid and coils 
of invaginated small intestine. A portion of bowel, 
beginning at the termination of the duodenum and 
including about 40 cm. of the jejunum, projects 
through an opening in the transverse mesocolon. The 
lumen extending from the stomach, duodenum and 
back into the stomach is patent. The invagination 
begins at the enterostomy opening and lies imme- 
diately to the right of it. The invagination ends 
blindly, the mucosa of the intestine being on the 
outside and appearing very dark reddish green. 

The anatomical diagnoses were: 


Intussusception of a portion of the efferent loop 
of jejunum into the stomach and jejunum 
with subsequent gangrene. 

Congestion of the lower jejunum and ileum. 

Dilated stomach. 

ma congestion of the lower lobes of the 
ung. 

saieaane of the right pleura. 

Adhesions of the peritoneum. 

Surgical posterior gastroenterostomy. 

The important points are that the stomach 
was greatly dilated and contained dark blood- 
stained fluid and a sausage-shaped mass which 
half filled it, consisting of an intussusception of 
about 40 em. (1534 inches) of the efferent loop 
of jejunum into the stomach through the gastro- 
enterostomy opening. The loop of congested 
bowel was somewhat gangrenous and evidently 
the source of the bleeding and the intussuscep- 
tion also caused intestinal obstruction (see fig- 
ure 1). 

We were entirely misled in our diagnosis. The 
actual condition found is so rare that it was not 
even considered. The position of the intestinal 
obstruction was so high that there was no dis- 
tension, and so brief that lack of stools was not 
considered notable and the vomiting and bleed- 
ing were believed to be due to peptic ulcer (or 
possible cirrhosis of the liver). On aecount of 
the gastric hemorrhage we avoided thorough pal- 
pation of the epigastrium and probably for this 
reason, and_ the slight epigastric spasm, no defi- 
nite mass was discovered. The approved medi- 
cal treatment of acute gastric hemorrhage was 
given—the plan which is safest and best in 
90% of the cases—with transfusion and no ex- 
ploration unless bleeding should recur. 
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There seemed to be no clear indication for 
operation to either physician or surgeon. There 
was no recurrence of bleeding after the trans- 
fusion and little or no abdominal spasm or rigid- 
ity. On the second day the patient failed so 
rapidly that there was little opportunity for 
operation. 


CasE II. A short history of this patient was found 
in the surgical records of the Boston City Hospital 
of July, 1917. A man, aged 37, had a posterior gas- 
tro-enterostomy for pyloric ulcer with obstruction, 
four years before, at the Massachusetts General Hos- 
pital. He made an uneventful recovery and had 
been well since except for some chronic cough and 
very mild indigestion relieved by laxatives. 

For the last two weeks before entrance to the hos- 
pital he did not feel well but continued his work. 
Four days previous he vomited coffee-ground material 
and his bowels moved only with cathartics. Vom- 
iting continued except for the last 24 hours, when he 
took nothing but water. In the hospital retching and 
vomiting of brownish material continued. He was 
well developed but thin and looked sick; pulse 120; 
temperature 100. There were rales at the bases of 
both lungs. 

The abdomen was not distended. There was some 
fullness just above and to the left of the navel. This 
area was tender and showed some spasm. The epi- 
gastrium was tympanitic with visible peristalsis just 
above the navel. No definite mass was felt. The two 
lower quadrants were dull to flat on percussion. 

He was kept under observation for two days and 
became worse. The abdomen was distended and no 
result was obtained by enema. The pre-operative di- 
agnosis was not recorded. 

At operation the pylorus was patent, the stomach 
much dilated and contained a mass 8 inches long and 
3 inches thick consisting of an intussusception of 
20 inches of the afferent loop of jejunum through the 
- gastro-enterostomy opening into the stomach. Part 
of the jejunum was gangrenous. The gastro-enteros- 
tomy opening was large and admitted four fingers; 
its distal angle was 214 inches from the pylorus. The 
intussusception was reduced. The patient’s condition 
was very poor after operation and he died the next 
day. There was no autopsy. 


The following is a brief deseription of pre- 
viously reported cases: 


Steber’s case 


Female 21, 7 months pregnant. Posterior gastro- 
enterostomy 18 months ago. Throughout pregnancy, 
vomiting and epigastric distress. Sudden onset of 
severe epigastric pain, followed within 4 hours by 
hematemesis. Diagnosis: bleeding ulcer. Treat- 
ment, routine medical care for hematemesis with 
death in 3 days. Post mortem. Stomach dilated and 
filled. Duodenum and afferent jejunum distended 
with black contents. At the gastro-enterostomy stoma 
the efferent jejunum disappears. On opening the 
stomach 30 cm. of gangrenous jejunum were found 
within it. The stomach was filled with blood. 


Baumann’'s case 


H. R., female, age 44. In 1913 had an Eiselsberg 
resection of pylorus and anterior gastro-enterostomy 
for a duodenal ulcer. In July, 1917, an attack of ab- 
dominal pain, vomiting and diarrhea soon followed 
by constipation and absence of flatus. In the region 
of navel visible peristalsis and a definite tumor freely 
movable. Diagnosis: intestinal obstruction. At op- 
eration a dilatation of the jejunum 20 cm. below an- 
astomosis; below it, collapse of the bowels; disin- 
vagination. Recurrence of symptoms and again a 
palpable tumor 56 days later this time below the 








navel. Second operation disclosed the entire effer- 
ent loop, 25 cm. in length, invaginatéd through gas- 
tro-enterostomy opening into stomach. 10 em. had 
to be resected. Recovery. 


Warren’s case 


E. S., male, age 61, admitted for hematemesis. A 
posterior gastro-enterostomy for a peptic ulcer 13 
years ago. For a year abdominal distress with some 
vomiting suggestive of a recurrent ulcer. Two days 
before admission patient had hematemesis and an- 
other attack after admission. Stools were tarry; ab- 
domen was flaccid, but there was a vague, elongated 
mass above and to the left of the navel. At operation 
a retrograde intussusception of jejunum beginning 8 
inches below the stoma was found. Three inches of 
the jejunum were within the stomach. Reduction in 
the presence of viable bowels. Patient died 8 days 
later from a broncho-pneumonia. At autopsy no 
cause for the intussusception was discovered. 


Schwartzman’s case 


Male, aged 35, morphia addict, admitted October, 
1928. In February, 1928 posterior gastro-enterostomy. 
Three days before admission a profuse hematemesis 
with persistent gastric bleeding. On admission pa- 
tient was pale; temperature subnormal; pulse 96. 
Patient vomited coffee ground material and passed a 
tarry stool. Upper abdomen was tender and rigid; 
no palpable masses. At operation, the following day, 
the duodenum was found to pass through the open- 
ing of the mesocolon and was firmly fixed. Resection. 
Patient died 2 days later. Post mortem examination 
showed retrograde invagination of jejunum into duo- 
denum and stomach; 5 to 7 cm. were invaginated. 
The intussception was not recognized at operation. 


Hartert’s case 


Male, 31 years. Admitted 9 months after a pos- 
terior gastro-enterostomy for ulcer. Onset of symp- 
toms with abdominal cramps and vomiting which, on 
the following day, became bloody. Pains of increas- 
ing severity. On examination a tumor the size of a 
fist was found below the left costal margin. This 
tumor was movable with respiration. Diagnosed high 
intestinal obstruction, probably strangulation. At op- 
eration an invagination of the efferent jejunum, 30 
em. in length, through the gastro-enterostomy stoma 
was found. Disinvagination and partial closure of 
the stoma with recovery. 


Schlossman’s case 

Female, aged 42, had had, 10 years ago, a posterior 
gastro-enterostomy for ulcer. She had had attacks of 
epigastric distress and vomiting for a few days 4 
years and also 11% years ago. Two days before ad- 
mission, following strenuous muscular effort, patient 
complained of low abdominal pain, which soon local- 
ized in the epigastrium and became very severe. Vom- 
iting at first bilious, 24 hours later sanguineous. The 
epigastrium was rigid and tender. There was a large 
tumor in the region of the navel. Diagnosis: intes- 
tinal obstruction. At operation the descending je- 
junum was found to be invaginated through the gas- 
tro-enterostomy stoma. The invaginated portion was 
40 em. in length, congested, dark but viable. Dis- 
invagination with recovery. 


Lewisohn’s case 


P. S. aged 53, male. Admitted in March 1920 for a 
peptic ulcer “of 8 years duration. A posterior gastro- 
enterostomy with occlusion of pylorus was done. Six 
days after original operation patient developed copi- 
ous vomiting. Lavage of stomach was carried out, 
but gave no relief. At the second operation, 8 days 
after the first, an intussusception of the entire stoma 
into the stomach was found. The anterior wall of 


the stomach formed the intussusceptum and passed 
into the stomach. The lower border of the jejunum 


























FIG. 1. Case 1. Stomach laid open, showing coils of invagi- 
nated jejunum within it. C=Cardia, P=Pylorus, GE=Gastro- 


enterostomy stoma. 





FIG. 2. Von Brunn’s case. Immediately after barium meal. 
Stomach shows faint, coarse mottling where its abnormal con- 
tents, consisting of invaginated jejunum, displace some of the 
barium meal. The navel is marked. 














FIG. 3. Von Brunn’s case. Five hours after barium meal. 
Stomach contents reduced by vomiting. No barium has passed 
into the intestines. Coarse mottling of the stomach shadow 
caused by loops of invaginated jejunum within the stomach. 
The greater curvature is convex due to the upward drag of the 
invaginated bowel. The navel is marked. 
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followed the same course. The afferent loop was 
distended, the efferent collapsed. Jejunum was 
found to be viable. Disinvagination and entero-en- 
terostomy was done. Patient died 10 days later. No 
post mortem. 


Lundberg’s case 

Female, age 48, operated in 1911 supposedly for 
gastric carcinoma. At that time a resection of pylo- 
rus, anterior gastro-enterostomy and an entero-anas- 
tomosis was performed. In 1921 patient developed 
sharp epigastric pain followed by vomiting, at first 
bilious, later bloody. There was a palpable tumor 
under the left costal margin, hard but freely mobile. 
Patient rapidly grew worse and died in four days. 
At autopsy a retrograde intussusception of the jeju- 
num through the gastro-enterostomy stoma was 
found. The intussusception of the jejunum was 20 
em. in length. 


Delfino’s case 

c. L., aged 40, male. Admitted Jan. 1913 for py- 
loric ulcer with obstruction. Posterior gastro-enter- 
ostomy was done. Four days after the original oper- 
ation the patient developed an acute dilatation of the 
stomach, successfully treated by lavage. Six days 
later a recurrence of the same symptoms was relieved 
by the passage of a stomach tube. On the 14th day 
after the operation the patient developed epigastric 
pain with dilatation of the stomach not relieved by 
stomach tube. Patient was rapidly growing worse and 
an operation was decided upon. Diagnosis: intesti- 
nal obstruction. Operation showed a retrograde in- 
vagination of 5 cm. of the efferent loop of jejunum 
into the stomach through the gastro-enterostomy 
stoma. A disinvagination and suture of both loops 
was successfully performed with good recovery. 


Drummond's case 


R. H. B., male, aged 35, had had a posterior gastro- 
enterostomy for pyloric ulcer in 1906. New gastro- 
enterostomy in 1909 for partial closure of stoma. 
Admitted July 1922, complaining of severe spasmodic 
pain in abdomen of 24 hours duration. Patient had 
free and frequent vomiting, at first containing food, 
later bloody. No bowel movement for 24 hours. No 
flatus. Patient appeared very ill with dry and furred 
tongue; temperature 98; pulse 96. Abdominal ex- 
amination was negative. Operation 2 hours after 
admission afferent loop found enormously distended 
from first portion of duodenum to gastro-enterostomy 
stoma. Efferent portion of bowel intussuscepted for 
about 6 feet into stomach. Reduction of the intus- 
susception with recovery. 


Bachlechner’s case 

Female, aged 46, had had, 2 years previous, an an- 
terior gastro-enterostomy for ulcer with entero-an- 
astomosis. For three days she had been having 
severe epigastric pain and hematemesis. At opera- 
tion an oblong tumor was found within the stomach. 
The efférent loop of the gastro-enterostomy was filled 
and bluish. Below the gastro-enterostomy the bowel 
was collapsed. There was an invagination of the ef- 
ferent loop through the entero-anastomosis, afferent 
loop and gastro-enterostomy stoma into the stomach. 
Resection was done. The patient died within a few 
hours. 


Von Brunn’s case 

Female 31. 3 months pregnant. Admitted May, 
1924. Posterior gastro-enterostomy in 1922. Symp- 
tom-free till early 1924; since then ulcer symptoms. 
On admission epigastric pain and vomiting; preba- 
bly some hematemesis. Epigastrium tender; no pal- 
pable masses. X-ray examination disclosed a peculiar 
deformity of the stomach with a large 5 hour resi- 
due. Patient’s condition was rapidly growing worse. 
Frank hematemesis. Operation under local anesthe- 





sia. Beginning 30 cm. below the stoma the efferent 
loop of jejunum invaginated through the gastro-en- 
terostomy opening into the stomach. Below the in- 
vagination the bowels were empty. The invagination 
was reduced and the invaginated bowel, 60 cm. in 
length, was found viable. The gastro-enterostomy 
opening was wide, probable due to tension. Recovery. 

Darling’s case 

Male, aged 55, admitted 5 years after posterior 
gastro-enterostomy. Sudden onset of diarrhea fol- 
lowed by crampy pain in epigastrium and vomiting. 
Vomitus contained at first food and bile, later blood. 
No flatus. In left hypochondrium an indefinite elon- 
gated mass was felt, which appeared to be a dilated 
and distended stomach. It was extremely tender, 
tympanitic to percussion, about the size of a fist, and 
could be distinctly felt above and to the left of the 
umbilicus. At operation 2% feet of the efferent loop 
of the jejunum was found to be intussuscepted into 
the stomach through the stoma. The efferent loop of 
the jejunum was collapsed. The bowel was viable. 
An entero-anastomosis was performed. Patient died. 


The three following cases showed retrograde 
intussusception in the jejunum just below the 
stomach and may perhaps be considered an 
earlier or incomplete stage of intussusception of 
the jejunum within the stomach itself. 


Arnsperger’s case 

Female, aged 59, had 11% years ago, a posterior 
gastro-enterostomy with an entero-anastomosis for 
vicious cycle. Twenty-four hours before admission 
patient suddenly developed colicky pain in the epi- 
gastrium and hematemesis. The general condition 
was good, but there was some vague resistance in 
the left hypochondrium. At operation a retrograde 
intussusception of the efferent loop of jejunum was 
found, beginning 20 cm. below the gastro-enteros- 
tomy and extending almost to the entero-anastomo- 
sis. Disinvagination with recovery. 


J. G. Kopp’s case 

Female, aged 35, admitted Jan. 1924. Anterior 
gastro-enterostomy in 1909 for duodenal occlusion by 
adhesions. In January 1924 patient had 4 recurrent 
attacks of vomiting of reddish material, probably 
blood. Borborygmi in upper abdomen. Stools were 
scanty. To the left of the navel there was an inter- 
mittent sausage-shaped tumor, tympanitic to percus- 
sion, seemingly a loop of dilated bowel. Diagnosis: 
high intestinal obstruction. At operation a high 
retrograde intussusception was found in the jejunum 
a little below the gastro-enterostomy opening. Dis- 
invagination was not possible so a resection was done. 
Rapid convalescence. 


Amberger’s case. 

Female, aged 43, admitted Jan. 1921. In 1916 chol- 
ecystectomy, appendectomy and removal of a fibroid 
of the stomach. Several months later an anterior 
gastro-enterostomy for vomiting and pain. Well till 
January 1921. Then for 4 days epigastric pain and 
vomiting followed by “fecal vomitus.” General con- 
dition of patient poor; visible peristalsis of the 
bowel. Operation disclosed postoperative adhesions 
and an invagination of the jejunum into the efferent 
loop of the anterior gastro-enterostomy reaching near- 
ly up to the entero-anastomosis. Resection of in- 
vaginated portion with uneventful recovery. 


Eberle reports seeing two cases of ascending 
intussusception following an anterior gastro-en- 
terostomy, but unfortunately gives no details 
bevond the fact that both were operated upon 
and recovered, so they are not included in our 
clinical statisties. 
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CLINICAL PICTURE OF THE GROUP 


This group of 18 cases consists of 16 previous- 


ly described and our two new ones. 

Sex: 9 were males and 9 females, although 
fewer gastro-enterostomies are done in women. 

The age varied between 21 and 61. Most of 
the cases. were between 35 and 60, the usual 
uleer and gastro-enterostomy age. 

The time after gastro-enterostomy was 8 days 
to 14 years, with an average of about 5 years. 
Five cases had anterior and 14 posterior gastro- 
enterostomy. All these cases have been reported 
within the last 10 years. Gastro-enterostomy 
has been in use for 47 years. 


Symptoms. All had pain, usually epigastric 
and severe, and all but one case (Delfino’s) had 
vomiting. In Delfino’s case there were shock- 
like symptoms. There was vomiting of blood in 
14, of coffee ground material in one, greenish- 
black in one and ‘‘fecal’’ in one. Hematemesis 
is not included in the ordinary symptoms of high 
intestinal obstruction. In nearly half the group 
(7 out of 18) there was first vomiting of food 
and bile, later blood. In 5 there were shock- 
like symptoms. The patient seemed sicker than 
would be expected from the amount of hemor- 
rhage. 

Signs. Tumor is an important sign and was 
found in 7 eases, of fist or sausage shape, above 
and to the left of the navel. It is evident that a 
more careful examination for tumor is wise in 
such cases in spite of the bleeding from the 
stomach. Visible peristalsis was seen in 3 eases, 
twice in the epigastrium and once lower down 
We should not expect to find it often, consider- 
ing the high position and acuteness of the ob- 
struction. ny of the epigastrium was 
noted in 4 cases; in 2 of them it was slight and 
brief. The condition of the stools was not men- 
tioned in 12 eases. In many instanees the ill- 
ness was too brief for them to be noted, in others 
they may have been overlooked amid other se- 
rious symptoms. 

The pre-operative diagnosis in 6 cases was in- 
testinal obstruction (4 of these had tumor) ; in 
2 cases (including one of ours) it was bleeding 
peptic uleer. In 10 cases no diagnosis was re- 
corded. In favorable cases the diagnosis of high 
obstruction or even simply ‘‘surgical abdomen’’ 
was enough for practical purposes, namely, to 
indicate immediate operation. In one ease 
(Baumann’s) there was an earlier attack of in- 
tussusception in the jejunum below the gastro- 
enterostomy, which was reduced at operation 
and which preceded the attack of intussuscep- 
tion into the stomach. In one ease (Kopp’s) 
the history suggests three milder attacks of in- 
complete intussusception, which were reduced 
spontaneously, followed by a fourth attack of 
complete intussusception, which required resec- 
tion of the bowel. 

Invagination of the bowel is almost always 





descending and the jejunum is hardly mentioned 
as a site for this type of obstruction. In 15 of 
these cases the invagination was retrograde, in 
2 descending, and in one case involved the whole 
stoma. In 12 eases the efferent loop of. the 
gastro-enterostomy passed into the stomach, in 
2 cases the afferent, and in one case (Lewisohn’s) 
there was intussusception of the entire stoma 
into the stomach; in three cases the retrograde 
intussusception ended below the gastro-enteros- 
tomy opening. The length of the loops of bowel 
within the stomach varied from 6 to 180 em, 
with an average length of 42 em. In one ease 
the intussusception was partly outside and 
partly inside the stomach. 

Fifteen cases were operated upon; the opera- 
tion consisted of reduction of the intussusception 
in 8 eases, reduction with partial closure of the 
gastro-enterostomy in one, reduction with en- 
tero-anastomosis in one and, resection: of the 
bowel in 4. In one ease a hernia of the meso- 
colon was operated upon and the intussusception 
in the stomach was discovered at autopsy. In 3 
cases no operation was done. The mortality of 
the whole group was 50%. Nine eases died in- 
eluding all three in which no operation was done, 
one in which the intussusception was missed at 
operation and 5 other operated cases; 3. reduc- 
tions, one resection and one entero-anastomosis. 
The mortality of the operated cases was 40%; 9 
recovered and 6 died. In 7 eases with early re- 
duction of viable bowel the mortality was 29%. 
In 4 resections the mortality was 25%. 


DIAGNOSIS 


Early diagnosis is vital, otherwise the patient 
usually dies. The general difficulties in diag- 
nosis are obvious. 


(1) Only one or two eases have been seen by 
any author and the condition is so rare it 
is not even considered. 

The previous history of ulcer in all the 
cases and the hematemesis strongly sug- 
gest the recurrence of a peptic ulcer. 
Secause of a desire to let a bleeding, vom- 
iting patient alone as much as possible for 
a few days, palpation of a tumor may be 
missed and x-ray examination may be put 
off. 

The combination of hematemesis with high 
intestinal obstruction is very rare and mis- 
leading. 


(4) 


We suggest as possible aids in diagnosis: 


1. To think of the possibility of invagination of 
the bowel within the stomach in eases of 
hematemesis in which there has been a pre- 
vious gastro-enterostomy. 

2. To palpate the epigastrium carefully and 
thoroughly for a tumor in such eases in 
spite of the hematemesis. In 7 of the 18 


cases tumor was present and its discovery 
led to early operation and the saving of life. 
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3 In distinguishing intussusception from pep- 

" tie ulcer, the kind of vomiting may have 
some value. In 7 of these 18 cases there was 
first vomiting of food and bile and later 
vomiting of blood. This is unlike the usual 
hemorrhage in peptic ulcer, in which the 
first vomitus is likely to contain blood. A 
tumor is very rarely palpable in ulcer. 


Visible peristalsis of the stomach or bowel 
may have some value in calling attention to an 
obstructive lesion. It was noted in only 3 eases: 
in the first attack in Baumann’s case, where the 
intussusception developed below the stomach ; in 
Ansperger’s case ; and in our Case II. 


The use of the x-ray is recorded in only one 
ease in the series, von Brunn’s. He has shown 
that the picture of a stomach containing an in- 
tussusception of the jejunum is very interesting 
and characteristic. There is (1) coarse mottling 
where the abnormal contents of the stomach dis- 
places the barium meal (see figures 2 and 3) ; 
(2) a complete absence of the passage of the 
barium meal into the bowel; (3) the greater 
curvature is convex, due to the upward drag of 
the invaginated bowel. 


The x-ray examination seems very valuable in 
diagnosis, if we dare to use it. On account of 
the rarity of the condition, a frequent use of the 
barium meal in eases of hematemesis might do 
more harm than good. 


The only treatment is surgical; all the re- 
ported cases treated without surgery have died 
promptly. Surgical treatment, to be effective, 
must be early ; therefore every possible means to 
make an early diagnosis must be made use of. 
Some attempts have been made to prevent a re- 
currence of the intussusception. This is a sur- 
gical problem which we will not attempt to dis- 
cuss in detail. Usually nothing has been done 
for this purpose and there has been no recur- 
rence. The suggestions to narrow the gastro- 
enterostomy opening or fasten the two loops of 
bowel together have some evident disadvantages. 


ETIOLOGY 


Varous theories have been proposed to explain 
this condition. Peristalsis in the small intestine 
is normally downward and descending invagina- 
tion is easy to understand. A local spasm or 
contraction of the bowel, due to irritation or 
ulcer, is the starting point and the bowel above 
descends and envelops it. On the other hand, 
spasm and contraction of the duodenum or 
jejunum with the reverse peristalsis associated 
with vomiting may cause an ascending invagina- 





tion. The spasm in the upper bowel may be 
due to the irritation of acid stomach contents. 


With one exception (Kopp’s case) no’ ulcer 
was found at the level of the invagination, 
though it may have existed in some of the cases 
treated by simple reduction. 


In the majority of these cases the intussuscep- 
tion was retrograde in the jejunum and Von 
Brunn believes that it usually begins well below 
the gastro-enterostomy opening and the passage 
of the jejunum into the stomach is a late stage 
in the process. The vomiting may aid in suck- 
ing the bowel into the stomach. Increased intra- 
abdominal pressure may play a part. Invagina- 
tion is apt to occur where a portion of bowel 
with a short mesentery is adjacent to one with a 
long attachment. The difference in size and 
peristalsis of the stomach and jejunum, similar 
to the difference between the cecum and ileum, 
probably also helps to start the intussusception. 


An invagination of small intestine into the 
stomach would be difficult in the afferent loop 
of a short-loop posterior gastro-enterostomy and 
ought to be much easier in the afferent loop of 
a long-loop anterior gastro-enterostomy or in the 
efferent loop of any gastro-enterostomy. 


CONCLUSIONS 


The possibility of an intussusception of the 
jejunum into the stomach, even though it is rare, 
must be kept in mind when a patient with a 
previous gastro-enterostomy has a serious attack 
of vomiting of blood. It must be remembered 
that early diagnosis of the condition is vital to 
the patient. The epigastrium must be palpated 
carefully for tumor in spite of the presence of 
hematemesis, and the use of the barium meal 
and Roentgen ray for diagnosis must be con- 
sidered. The only treatment is surgical. 


REFERENCES 


Amberger: Zentralbl. f. Chir., 1921, 48, Pt. 2, 1541. 
Bachlechner: Zentralbl. f. Chir., 1924, 51, Pt. 1, 889. 
Hartert: Zentralbl. f. Chir., 1921, 48, Pt. 2, 1154. 
Schloessman: Zentralbl. f. Chir., 1921, 48, Pt. 2, 1538. 
Baumann: Arch. f. Klin. Chir., 1921, 48, Pt. 2, 1543. 
Baumann: Arch, f. Klin. Chir., 1919, 3, 504. 

Delfino: Zeit. f. Chir., 1922, 174, 69. 

Steber: Muench. Med. Woch., 1917, 64, 648. 

von Brunn: Braun’s Beitr. z. klin. Chir., 1924, 132, 106. 
Warren: Lancet, 1919, 2, 615. 

Schwartzman: Med. Klin., 1919, 17, 434. 

Eberle: Zentralbl. f. Chir., 1921, 48, Pt. 2, 1044. 
Arnsperger: Zentralbl. f. Chir., 1922, 49, Pt. 1, 190. 
Lewisohn: Ann. of Surg., 1922, 76, 543. 

Lundberg: Acta. Chir. Scand., 1922, 54, 423. 
Drummond: Brit. Jour. Surg., 1923, 11, 79. 

Kopp: Lyons, Chirurg., 1925, 22, 664. 

Darling: Med. Jour. Australia, 1926, 2, 33. 














.1194 


O-IODOXYBENZOIC ACID AND ARTHRITIS—YOUNG 






N. E. J. of 
December 13, he 








A CLINICAL STUDY OF THE EFFECT OF O-IODOXYBENZOIC ACID IN THR 
TREATMENT OF ARTHRITIS* 


BY A. G. YOUNG, M.D.t 


ECENTLY Young and Youmans’, Smith’, 

Young’, Cottrell’, and Trauba’ have re- 
ported marked clinical improvement in arthritis 
from the use of 0-iodoxybenzoie acid. The stud- 
ies of Loevenhart and Grove®, Amberg and 
Knox’, Hektoen’, and Arkin® afford a possible 
theoretical explanation of this action, but no 
definite application can be made without fur- 
ther study of the pharmacology of the drug and 
the etiology and pathogenesis of arthritis. 

The work of Arkin’, showing the germicidal 
properties of this compound in the presence of 
blood serum, is interesting, but is hardly suf- 
ficient to explain the action of the drug in 
arthritis, since this disease is certainly not a 
septicemia. Clinically, the more common arthri- 
tides may be divided into three main groups: 
(1) rheumatic infections, (2) gonorrheal arthri- 
tis, and (3) acute and chronie arthritis of un- 
known etiology. The work published to date has 
shown that o-iodoxybenzoie acid is of consider- 
able value in the treatment of the third condi- 
tion. Since there is a marked similarity be- 
tween the three clinical conditions mentioned, it 
seemed logical to expect beneficial results in the 
treatment of rheumatic infections and gonor- 
rheal arthritis. Young and Youmans’ reported 
good results in two cases of gonorrheal arthritis 
and Smith’ reported improvement in two cases 
of gonorrheal arthritis and one case of acute 
rheumatic fever. 

The work reported here was done largely in 
Wayne County Hospital, Eloise, Michigan. This 
was made possible through the courtesy of Dr. 
John Chester, chief of the visiting medical staff, 
and by the faithful co-6peration of the internes, 
Drs. Elzion and Hollander. Four eases of rheu- 
matic infections were treated on the pediatries 
service of the University of Michigan Hospital 
through the courtesy of Dr. D. I. Cowie, and 
three cases of rheumatic chorea were treated on 
the neurologic service through the courtesy of 
Dr. C. D. Camp. 

The cases studied are divided into three main 
groups: (1) arthritis of unknown etiology, acute 
and chronic, (2) gonorrheal arthritis, and (3) 
rheumatic infections. All cases admitted were 
given the usual clinical examinations, including 
x-ray of the affected joints. The degree of 
deformity (flexion) and the amount of motion 
of the larger joints were measured with a gonio- 
diameter, which provided an accurate method 
of determining increase in motion. Hemoglobin 
determinations and blood counts were made on 

*From the Department of Pharmacology, University of Michi- 
gan, and the Medical Service of Wayne County Hospital. 


+For record “This Week’s Issue,’ 
page 1226. 


and address of author see 





admission, and when the patients were dis. 
charged. White cell counts were made every 
half hour for three hours on a group of five pa. 
tients to determine whether or not the drug pro. 
duced an acute leukocytosis in patients with a 
normal white cell count. Blood pressure deter. 
minations were made on a group of ten patients 
before, and at intervals during, and after the 
injection of the drug. The effects of the drug 
when administered by mouth, rectal enema and 
intravenous injection were studied. The results 
obtained are presented in the following data. 


(1) ARTHRITIS OF UNKNOWN ETIOL- 
OGY. Twenty-five cases were treated and ob- 
served long enough to warrant a report (three 
to nine months). Five of the cases were acute 
and twenty were in the chronic stage of the 
disease. The group of the chronic eases (‘‘rheu- 
matoid arthritis’’, Osgood’®) was divided, five 
receiving dead typhoid vaccine intravenously, 
as described by Hench'* and fifteen receiving 
0-iodoxybenzoie acid. When given intravenous- 
ly or per rectum, the stable ammonium salt was 
used, and, when given by mouth, the calcium 
salt was used, since it is not so prone to cause 
emesis. One gram doses were given intra- 
venously, but when the oral or rectal route was 
used, a dose of one and one-half grams was 
given. 

*Acute Arthritis of Unknown Etiology. Table 
I shows the results obtained in the acute eases. 
Five patients were treated, four males and one 
female. The ages varied from sixteen to thirty- 
eight years. The duration of the disease va- 
ried from two to six weeks. The condition was 
polyarticular in four of the five cases. All pa- 
tients were confined to bed at time of entrance 
and all had a fever and leukocytosis. Hemoglo- 
bin and red cell determinations, made at the 
time of admission, showed all the patients to be 
somewhat anemic. Each patient received from 
six to nine intravenous injections of the drug, 
and the results show that marked improvement 
was obtained in each (100 per cent.), as mani- 
fested by diminution of pain and swelling, re- 
laxation of muscle spasm about the affected 
joints and increase of motion with return to 
normal. With the improvement in the joint con- 
ditions, the temperature, which in all eases in- 
creased two or three degrees shortly after ad- 
ministration of the first dose, fell to normal and 
remained normal after the second or third treat- 
ment. The hemoglobin increased from ten to 
twenty-five per cent. with a coincident increase 
in red cells. The leukocytosis, which was pres- 


*These cases would probably be classified clinically as acute 
infectious arthritis. 
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TABLE I 
-Iodoxybenzoic Acid in Acute Arthritis of Unknown Etiology 





Showing the Results Obtained by the Use of O 


im>rovement 


Discharged 


Temp. 


Adm. 





No.Doses Iodoxy 


ischarged Benzoig Acid 


Hemoglobin 
. Dischar, 


Adm 


Previous Treatment 


Joints Involved 


Duration of 
Disease 


Sex 


Age 





Case No. 





Patient said pain 


4,820,000 14,120 10,600 8 i.v. 100.9° 97.8° 


3,850,000 


80% 


Typhoid vaccine 
Salicylates 


3 weeks Left knee 


Male 


38 


disappeared shortly 
after 1lst.dose.T,mp 
fell to 101° after 


normal.,lxed after 


2nd.dose temp.was 
6th dose. 


Patient slept well 
after lst.dose.sat 


up after 2nd.and 
walked after 6th. 


15,100 9,300 8 iev. 103° 98° 


4,200,000 4,980,000 


90% 


65% 


Knees,hips,ankles, Salicylates 
wrists,shoulder, 
spine. 


5 weeks 


43 Female 


2. 


101° 98° Had marked relief 


6 ive 


14,200 


85% 4,100,000 5,200,000 14,400 


Foreign protein 154% 


Right knee and 


ankle. 


4 weeks 


27 Male 


from pain and swelle 
ing after 2nd.dose. 
Walked after Srd. 


dose. 


996° —s ga Marked relief from 


8 i.v. 


9,800 


13,500 


4,800,000 


4,300,000 


90% 


Salicylates 


choulders,wrists, 
elbows, knees 


2 weeks 


28 Mole 


pain and swelling after 


lst.dose.Appeared to 
be normal after 2nd. 


dose. 


er lst.dose. 
W,1lked and used arms 


978 Marked .Slept well 
a 


5,100,000 14,200 9,550 9 iv. 1032 


3,800,000 


90% 


Salicylates,lodides, 
baths. 


dows ,jhands,knees, 


shoulder,wrists, 
hios,ankles. 


7 


6 weeks 


16 Male 


and hands after 2nd. 





ent on admission, subsided, appetite was im- 
proved and the patients gained weight. 

The following case report is representative of 
this group: 

CaAsE 1. Mr. E. C., a day laborer, aged 38, en- 
tered the hospital complaining of severe pain and 
swelling in his left knee. The onset had occurred 
suddenly three weeks previously, associated with a 
sore throat, and this condition had become progress- 
ively worse since that time. He had experienced 
some joint pains about one year ago. 

P. EE.» The patient was lying in bed and com- 
plained of severe pain, which was increased by any 
attempt to move. The tonsils were red and there 
was marked dental caries. The left knee joint was 
swollen, hot and flexed at an angle of 75°. The tem- 
perature was 100.4°, hemoglobin 60 per cent., red 
cells 3,850,000, and leukocytes 14,120. 

Treatment with ammonium o-iodoxybenzoate was 
started and eight 1.0 gram doses were given intra- 
venously at bi-weekly intervals. After the second 
dose the patient was so much improved that he in- 
sisted he had recovered, but the other six treatments 
were given before he was discharged, apparently 
completely recovered. 


Chronic Arthritis of Unknown Etiology. A 
review of Table II shows that of the fifteen pa- 
tients receiving ammonium 0-iodoxybenzoate ten 
were females and five were males. Four re- 
ceived the drug rectally, one received half the 
treatment intravenously and half by rectum, 
one patient was given the drug by mouth, and 
nine patients received the drug by intravenous 
injection. Oral administration was tried with- 
out success in some of the patients who later 
responded to intravenous and rectal administra- 
tion. The duration of the disease varied from 
two months to thirty years, and two eases (13 
per cent.) showed pronounced new bone forma- 
tion. No improvement was seen in either of 
these last two cases. The patient who showed 
only slight improvement was seventy-two years 
of age and had had the disease for thirty years. 
Her general condition was so poor that improve- 
ment could hardly be expected. Twelve or 
eighty per cent. of the patients showed fair to 
marked improvement. In all cases, where hemo- 
globin determinations were made, there was an 
increase in hemoglobin and red cells, coincident 
with the general improvement of the arthritis. 
The leukocyte count did not change unless there 
was a leukocytosis at the time treatment was 
started, and then a decrease to normal limits 
was usually noted. 

The following case report is representative of 
this group: 

CASE 13. Mr. C. H., male, aged 57 years, came to 
the hospital complaining of pain and swelling of all 
his joints, but especially those of the hands, wrists 
and knees. The onset had occurred five years ago 
after an attack of influenza. The -knees were first 
affected, the hands and wrists next, and, at the time 
of entry, he complained of all joints. The condi- 
tion had become so severe that he had to give up 
his occupation as a farmer, and, for the past two 
years, he had been unable to drive his car. Stormy 


weather aggravated this condition, and hot dry 
weather appeared to have a favorable influence. 
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p. E. Examination showed a well developed, mid- 
dle-aged man, walking, but with very definite re- 
striction of all body movements. The knees and 
wrists were swollen and warm, as were also all 
the joints of the hands. He could not grip an ob- 
ject, or flex or rotate the wrists. The knees could 
be flexed about fifteen degrees. 

Treatment with ammonium o-iodoxy benzoate was 
started and eight one-gram doses were given intra- 
yenously at bi-weekly intervals. After the fourth 
injection he could grip an object and flex the wrists. 
After the eighth injection he could flex the knees 
forty-five degrees and could drive his car. The pain 
in all the joints had subsided. He was given a sec- 
ond course of eight injections in an attempt to in- 
sure maintenance of the improvement he had 
gained. 

Chronic Arthritis of Unknown Etiology 
Treated with Dead Typhoid Vaccine. Five cases 
of chronic arthritis were given typhoid vaccine 
intravenously at bi-weekly intervals. Three re- 
ceived nine intravenous injections (115,000,000 
to 150,000,000 bacilli), one received eight, and 
one six injections. In each ease the injection was 
followed by a severe chill and fever, and nausea 
and vomiting were not infrequent. The leuko- 
eyte count increased from 8,000-9,000 to 22,000- 
26,000 at the time of the reaction. None of the 
patients improved and all complained bitterly 
about the treatment and finally refused to have 
it continued. One patient agreed to take the 
treatment with o-iodoxybenzoie acid and re- 
ceived eight intravenous injections. The drug 
treatment was started one month after his last 
typhoid injection. This was followed by slight 
improvement, as manifested by relief from pain 
and increase in hemoglobin and red cells. The 
other four patients refused further treatment 
of any kind. Obviously this series is too small 
to form a fair comparison of the two methods 
of treatment. 


(2) GONORRHEAL ARTHRITIS. Nine 
eases of frank gonorrheal arthritis are reported. 
Six of the patients had a urethral discharge on 
admission and the other three gave a history of 
joint pain coincident with the gonorrheal infec- 
tion. Table III shows that six of the patients, 
or sixty-seven per cent., showed marked im- 
provement, two, or twenty per cent., showed fair 
improvement, and one, or eleven per cent., was 
but slightly improved. In all cases, the leuko- 
eytosis subsided with the general improvement 
of the arthritic condition. This was also accom- 
panied by an increase in hemoglobin and red 
cells, as well as increased appetite and gain in 
weight. It is interesting to note that four of the 
cases were polyarticular, one showed new bone 
formation and another complained mostly of in- 
volvement of the spine. These patients pre- 
sented signs and symptoms which would have 
resulted in a diagnosis of chronic arthritis of 
unknown etiology, if there had been no history, 
or evidence of gonorrheal infection. 

The following case illustrates this condition: 

CasE 6. Male, aged 31, came to the hospital com- 


Plaining of pain and swelling in his ankles, knees 
and back. He gave a history of a gonorrheal in- 





fection in October and about five weeks later the 
joints became painful and began to swell. The 
urethral discharge diminished somewhat with the 
onset of the arthritis. He complained of pain in 
the back, right ankle and left knee, which was ag- 
gravated by walking. He could not stand erect 
because of the pain and stiffness in his back. The 
pain appeared to be worse at night; he could not 
turn in bed and had sharp pains in the side so that 
he could not “catch his breath.” 


P. E. Male patient lying in bed, poorly nourished, 
apparently ill and in pain. The knees and hips 
were held in a flexed position. The x-ray examina- 
tion showed no bone pathology. There was a 
urethral discharge and the urine showed pus cells 
and mucous shreds. 


Treatment with ammonium o-iodoxybenzoate was 
started and eight one-gram doses were given intra- 
venously at bi-weekly intervals. The patient was 
then allowed to go home for three weeks, after 
which he returned and was given a second course 
of treatment consisting of eight intravenous injec- 
tions. Some improvement was noted beginning with 
the first injection; the back pain, however, was very 
refractory and he could not assume a normal erect 
position until after the second course of injections 
had been started. He improved, however, grad- 
ually and appeared to recover completely. 


It would appear that in the more chronic 
eases, Nos. 2, 3, 6 and 9, the drug must have 
been a factor in clearing up the discharge. Fur- 
ther evidence is also offered by a case not re- 
ported in this series. The patient had had gon- 
orrhea eight years previous to his entry to the 
hospital. Since that time he had experienced 
recurrent attacks of arthritis. On admission to 
the hospital he was subjected to prostatic mas- 
sage and this procedure increased his symptoms 
to such an extent that he was confined to bed. 
Two treatments with ammonium iodoxy ben- 
zoate relieved the symptoms so that he could 
walk about, but a second prostatic massage pro- 
duced a return of acute symptoms. The pros- 
tatie massage was therefore discontinued until 
a complete course of eight injections had been 
given. Prostatic examination then showed that 
the prostate no longer contained pus and was of 
normal size. 


3. Rheumatic Infections. Three cases of 
rheumatic heart infection, four eases of rheu- 
matic chorea and three cases of acute rheumatic 
fever are reported. Table IV shows the results 
obtained. The three cases of rheumatic heart 
infection all began with inflammation of a poly- 
arthritic type and all had some cardiac damage 
and showed severe decompensation when first 
seen. They had been subjected to the usual 
treatment of rest in bed, large doses of salicy- 
lates, ete. Marked cervical adenitis was pres- 
ent in each case. Following the initial dose of 
the amomnium o-iodoxybenzoate, the tempera- 
ture fell to normal and remained normal for 
three to ten days. When the temperature be- 
gan to rise again, another dose was given. (It 
is quite possible that this method prolonged the 
period of recovery. The present method is to 
give bi-weekly doses of the drug and this usual- 
ly prevents a recurrence of the fever.) Here, 
as in the cases of rheumatic chorea, the condi- 
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tion had been allowed to progress to a rather 
late stage before the patients came to the hos- 
pital. In the cases of acute rheumatic fever the 
relief from pain was so rapid and complete that 
the patients were amazed. The recovery in 
these cases was uneventful. In the one case 
of early rheumatic chorea, No. 7, the response 
was very marked. 

This is illustrated by the following case re- 
port: 

Case No. 7. Submitted by Dr. J. L. Chester, De- 
troit. Patient, female, aged 10 years, had had pres- 
ent attack of rheumatic chorea for two weeks. The 
choreiform movements were so severe and the pa- 
tient so restless that she was on the verge of ex- 
haustion. It was almost impossible to give her food 
or water. The first three doses of ammonium- 
o-iodoxybenzoate were given per rectum, since it 
was impossible to restrain the arm sufficiently to 
do a venipuncture. Some improvement followed 
each administration, so that the fourth dose could 
be given into the arm. Following this injection, 
there was a most remarkable response, as mani- 
fested by cessation of the choreiform motions, and 


an uninterrupted recovery. Four more intravenous 
injections were given. 


While the effect upon the joints and chorei- 
form movements is the most obvious sign, un- 
doubtedly cardiac damage is the most important 
consideration in rheumatic infections. If the 
improvement in the pulse, heart rate and gen- 
eral circulation continues to be marked, one is 
justified in predicting that, if used early in the 
disease, the drug would be a very important 
prophylactic measure against the cardiac dam- 
age which usually occurs in this condition. This 
is illustrated by Case 10, in which the disease 
had become subacute. When treatment was 
started, cardiac enlargement was noted, but 
there was no definite valvular involvement. 
This condition, accompanied by intermittent 
fever and transitory joint pains, had persisted 
for one month. Six one-gram, doses of 0-iodo- 
xybenzoie acid were given intravenously. Re- 
examination, one year after discharge, showed 
no cardiac abnormality. Case No. 5 is inter- 
esting, in that the joints of the patient’s hands 
gave the appearance of typical chronic atrophic 
arthritis. 


Discussion: 


The object of presenting these three condi- 
tions together is for the purpose of demon- 
strating the various similarities between them. 
In so doing, it is possible to draw certain analo- 
gies, which may east some light on their patho- 
genesis. It is generally considered that rheu- 
matie infections and arthritides of unknown 
etiology are not septicemias, but are associated 
with foci of infection which may, or may not, 
be demonstrated. In gonorrheal arthritis, the 
gonorrheal infection is considered to be respon- 
sible for the arthritis, although the joint symp- 
toms may not appear until months after the 
other symptoms have subsided. In such eases, 


the prostate, pelvic organs, etc., are usually 
suspected and examination may show staphylo. 
cocci, rather than the gonococcus. In consid. 
ering the etiology of rheumatic infections and 
infectious arthritis, various organisms have 
been suspected as being the etiological agents, 
Usually these have been described as strepto- 
cocci, staphylococci or streptobacilli. Rhen- 
matic infections are frequently described as in- 
volving but one joint at a time and leaving no 
residue in the joint; in children, however, poly- 
arthritis is frequently seen, followed by cardiac 
involvement; nor is this uncommon in adults, 
The fact that no residue is left in the joint may 
be accounted for in two ways:—(1) the condi- 
tion is very acute and its course is usually short, 
therefore the joint is not exposed to prolonged 
injury or disuse; and (2) these joints are not 
usually placed in a east, as is frequently done 
in cases of infectious arthritis. Everyone has 
seen ‘‘border-line eases’’, where it is impossible 
to differentiate between these two conditions. 
Two cases, not ineluded in this report, showed 
all of the signs of Still’s disease, while the heart 
findings were typical of a rheumatic infection. 
Possibly these were cases of mixed infection, 
but there is also the possibility that, if rheu- 
matie fever continues to affect the joints over a 
long period of time, typical atrophic arthritic 
joints may occur. 

Boas and Rifkin™ report that about forty- 
five per cent. of all patients with chronic mul- 
tiple arthritis presented organic lesions of the 
heart. The heart lesions were more prone to be 
endocardial in patients who had had the onset 
of arthritis before the age of forty years. 

Gonorrheal arthritis is described as being 
usually confined to one joint, having a predis- 
position for the ankles and knees. Polyarthritic 
conditions, however, are very common, and a 
large percentage of cases so closely simulate in- 
fectious arthritis that one would make such a 
diagnosis were it not for the history, or signs, of 
gonorrheal infection. This evidence all points 
to the fact that, while the three conditions men- 
tioned above are separate entities, they all af- 
fect the joints in much the same way, the dif- 
ference being largely the degree of injury and 
number of joints involved. It would therefore 
appear that they should respond to the same 
type of treatment and this is partially corrobo- 
rated by the data presented here. It is inter- 
esting to note, in the cases here reported, that 
the drug was effective in the treatment of rheu- 
matie heart infections and rheumatic chorea 
without joint symptoms. This would indicate 
that the action of the drug is not confined en- 
tirely to the joint. Furthermore, it suggests a 
possible means of stopping the progress of a 
rheumatic infection, before the heart has suf- 
fered valvular damage. The changes in the 
erythrocytes, leukocytes, and hemoglobin ap- 





pear to be secondary to, and dependent upon. 
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overcoming the infection, and not due to a 
specific action of the drug on the blood ele- 
ments.. ; , 

Painful reactions can be avoided if proper 
precautions are taken to prepare the solution 
from sterile freshly distilled water, to see that 
the rubber tubing of the gravity set has been 
properly cleansed and to allow at least ten min- 
utes’ time for administering the drug. Am- 
bulatory patients may be treated in the office 
and allowed to return home within one half to 
one hour after receiving the drug. 

At present it would appear that the best clini- 
eal results are obtained when the drug is given 
intravenously. If this is impossible, high ree- 
tal enemata will usually give fair results, while 
the oral administration appears to be the least 
promising route. 


Summary: Twenty-five cases of arthritis of 
unknown etiology, nine eases of gonorrheal 
arthritis, and ten cases of rheumatic infections 
are reported. Good results were obtained in all 





three conditions by the use of 0-iodoxybenzoic 
acid. Charts are presented to show the im- 
provement gained by each patient. The drug 
was administered by oral, rectal and intrave- 
nous routes and the results are recorded. 


The author wishes to thank Drs. Hermann Blum- 
gart and Robert B. Osgood for their helpful criti- 
cisms in the preparation of this paper. 
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THE SURGICAL TREATMENT OF PEPTIC ULCER* 


BY GEORGE ALBERT MOORE, M.D., F.A.C.S.T 


HERE is such a diversity of opinions, at 
present, regarding the proper procedure in 
treating peptic ulcer that a review of recent 
literature leaves one with no definite idea of 
the accepted treatment of this disease. For al- 
most no other disease is there such a variety of 
widely advertised ‘‘sure cures’’. Of medical 
methods, the victim of a peptic ulcer can find 
advocates of starvation, rectal and ducsdenal 
feeding, atropine, alkalies, parathyroid, and a 
host of foods and drugs, the enormous sale of 
which must be gratifying to the manufacturing 
chemist. 


In view of the amount of material to work 
with and the opportunities for new procedures, 
the stomach surgically offers possibilities sim- 
ilar to those afforded the modern Worth & 
Poiret in designing new styles and lengths in 
women’s dresses. : 


It should be emphasized that what is really 
being attempted in all of these different meth- 
ods of treatment of peptic ulcer is to conserve 
or repair the three functions, motor, sensory 
and secretory, of the stomach to fit the in- 
dividual ease. 


The most formidable barrier to the treatment 
of peptie ulcer is the fact that its cause has 
not been determined. And since the cause of 
the disease remains a mystery, the treatment, 
as-in many other diseases, must be empirical or 
symptomatie. 
aa before the Plymouth County Medical Society, April 


tFor record and address of author see ‘‘This Week’s Issue,” 
page 1226. 





In 1853 Virchow stated that the cause of pep- 
tie uleers was a thrombosis of blood vessels in 
the gastric mucosa. Since Virchow’s theory was 
advaneed there have been numerous other the- 
ories promulgated, as irritation and trauma to 
the mucosa, infection and neuritis of the sympa- 
thetic nerves. All of these theories are based 
upon considerable clinical evidence, and each 
has gained many adherents. The most widely 
accepted theories probably are irritation of the 
mucosa along the lesser curvature of the stom- 
ach and first portion of the duodenum and the 
infectious theory of Rosenow. 

A study of the varied phases of peptic ulcer 
shows that from a clinical point of view they 
may be classified as follows: (1) small ulcers 
and mucous erosions, which heal spontaneously ; 
(2) the non obstructing and partially obstruct- 
ing type of ulcer that frequently recovers under 
medical management; (3) the chronic indura- 
tive, progressive and obstructive ulcers, many 
of which recover only under surgical treatment ; 
(4) the complications of peptic ulcer: hemor- 
rhage, perforation, obstruction and malignant 
changes, all of which, except hemorrhage in its 
early stages, are unquestionably surgical. 

Group one, ulcers which heal following med- 
ical treatment or without any treatment, may be 
omitted from a surgical discussion. The diver- 
sity of opinions in recent literature are really 
concerned only with the chronic type of ulcer 
classified under groups two and three. In an 
attempt to clarify the presentation of the sub- 
ject of peptic ulcer, the complications of the dis- 
ease, hemorrhage, perforations, obstructions and 
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malignant changes will be discussed first, since 
in these conditions one is concerned chiefly with 
the type of surgical procedure to be instituted. 


Hemorrhage occurs in about 20% of all ulcers 
according to Balfour’, although he found in a 
series of 100 physicians who had been operated 
upon at the Mayo Clinie that 40% had suf- 
fered from hemorrhage at some time in the 
course of the disease. Hemorrhage from a pep- 
tie uleer, during the acute stage, should be 
treated by ice pack to the epigastrium, sedatives 
and transfusion if the patient’s condition de- 
mands. I am unable to subscribe to the view 
that hemorrhage from a peptic ulcer is self- 
limited and that transfusion during the acute 
stage of profuse hemorrhage is contraindicated. 
The following case is illustrative of this emer- 
gency : 

A man of fifty without preceding gastric symp- 
toms had a sudden profuse hematemesis and be- 
came unconscious. He was given three transfu- 
sions before the hemorrhage was controlled; the 
last transfusion was given when he appeared mori- 


bund. He made a good recovery and has had no 
gastric symptoms for four years. 


Operation upon the ulcer during the acute 
stage of hemorrhage is rarely deemed advisable. 
The indication for operation in these cases is 
repeated hemorrhage. In such cases the ulcer 
should be treated, if the patient’s condition per- 
mits, by excision or cautery puncture and in- 
folding, followed by a gastro-enterostomy. If 
the ulcer is large, indurated and obstructing, or 
situated in the stomach, partial gastrectomy 
should be considered. A high percentage of 
cures, however, can be expected from trans- 
fusion followed by medical treatment, in the 
absence of malignancy. Local treatment of the 
ulcer is an essential part of surgical manage- 
ment. From eight to thirteen per cent. of 
cases that bleed before operation will have a 
post-operative recurrence of the bleeding if the 
ulcer is not excised or cauterized. 


The mortality of perforated ulcers is depend- 
ent almost wholly upon the elapsed time from 
onset to operation and upon the amount of 
shock oeeasioned by the operation. A simple 
closure of the uleer during the first six hours 
of perforation, following a careful preoperative 
preparation of the patient, results in an ex- 
tremely low mortality. A gastro-enterostomy 
added to closure of the uleer undoubtedly re- 
sults in a higher percentage of cures and a lower 
incidence of complications but earries a higher 
mortality than closure alone. One’s decision for 
or against gastro-enterostomy following closure 
of the perforation should be based upon whether 


the pylorus is patent or obstructed following 
the closure. 


Pyloroplasty following perforation of duo- 
denal ulcers should be reserved for patients 
in excellent condition with an extensive duo- 








denal ulcer which can be closed only with great 
difficulty. 

There appear to be two types of obstruction 
from peptic ulcers. The first, a pseudo-obstrue- 
tion of pylorospasm, is relieved by atropine, 
bromides and physostigmin’. Careful clinical 
observation and painstaking x-ray studies are 
essential in these cases to avoid unnecessary 
operations. Organic or true progressive pyloric 
obstruction is a surgical condition, but radical 
surgery, as resection or gastro-enterostomy, 
without careful preoperative preparation in 
most cases invites disaster. These patients are 
suffering from dehydration, and blood chem. 
istry studies have shown that they also have a 
high plasma carbon dioxide combining power, 
low plasma chlorides and high blood nitrogen, 
in other terms, an alkalosis. These conditions 
can be relieved in most eases by gastric lavage 
or the Levine tube, glucose intravenously and 
saline subeutaneously. In certain extreme cases 
a jejunostomy under local anaesthesia, through 
which the patient is fed for many days or weeks, 
is necessitated before relief of the obstruction 
is contemplated. Many patients with serious 
symptoms of obstruction can thus be made good 
risks for a radical operation. If the obstruction 
is not malignant, a simple gastro-enterostomy 
will result in a high percentage of cures. 

Horseley*, MacCarty*, and others have stated 
that any gastric uleer 2.5 em. in diameter should 
be considered suspicious of malignancy. There 
is a general agreement that the medical treat- 
ment of gastric ulcer is a far greater responsi- 
bility than that of duodenal ulcers on account 
of the frequency of gastric cancer. The malig- 
nant degeneration of gastric ulcers, which Mac- 
Carty* of the Mayo Clinie claims is of such fre- 
quent occurrence, has not been found by many 
other investigators to oceur in over 5% of eases. 

When malignaney of the stomach is diagnosed 
or even suspected, only a radical excision or re- 
section of the stomach offers expectation of cure. 
Even following radical surgery the percentage 
of cures is extremely low. Gastro-enterostomy 
and jejunostomy are frequently done for ob- 
struction due to malignaney of the stomach, 
but they offer only temporary relief. 

A consideration of groups two and _ three, 
chronic peptic ulcers, involves first the question 
of classification. What types of cases should re- 
ceive medical treatment and at what stage in 
their course do they become surgical? What 
symptoms should be accepted primarily as an 
indication for surgical treatment ? 

Probably as a consequence of better follow- 
up methods. and more painstaking, individual 
systems of treatment, the results from the med- 
ical management of chronic ulcers have shown 
a higher percentage of relief and eure in re- 
cent years. Medicine has assumed a wider lati- 
tude in the conduet of chronic uleers and sur- 
gical indications have become limited more to 
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eases having mechanical interference with funce- 
tion, medical failures and suspected malig- 
nancies. 

Many eases which later require surgical treat- 
ment are unquestionably benefited by prelim- 
inary medical management. The general phys- 
ical condition is improved, making an operation 
less hazardous. Edema and induration about 
the ulcer are often reduced, so that local opera- 
tive treatment of the ulcer is less difficult. 

The frequent occurrence of malignancy of 
gastric lesions greatly increases the responsi- 
bility that involves the medical management of 
this disease. Balfour’ has stated that three out 
of four lesions of the stomach seen at the Mayo 
Clinie have been proven to be malignant. 

A rather rare complication of the medical 
treatment of peptie uleer, which has been diag- 
nosed as alkalosis, deserves mention because of 
the somewhat extensive adoption of the Sippy 
method. It has long been recognized that the 
administration of large amounts of alkalies over 
a considerable period resulted, in a few patients, 
in a rather marked irritability of the stomach 
and an apparent increase in acid secretion. 
Jordan® Brown-Eusterman et al’ and other 
writers have reported cases, in which large doses 
of alkalies have been given for some time, that 
have developed dryness of the mouth, headache, 
a distaste for food, nausea and vomiting. Blood 
examination of these patients has shown a 
marked rise in carbon dioxide, a rise in the eal- 
cium and a decrease in the plasma chloride. 
This condition is in most eases easily remedied 
by decreasing the intake of alkali and adminis- 
tering fruit juice. 

Without treatment, or under medical man- 
agement, the occurrence of hemorrhage from 
peptic ulcer has been reported from 15% to 
40% (Balfour). The probable incidence of per- 
foration of peptic ulcers is about 15%, although 
there have been few reports of statistics of this 
complication from large clinics. In my series 
of sixty cases, there were eleven perforations, 
or 18%. Deaver has stated that hemorrhage 
and perforation of peptie ulcers are a reflection 
upon the medical management of this disease. 

The percentage of eases with obstruction 
from peptic ulcers depends upon one’s interpre- 
tation of x-ray reports and twelve hour gastric 
residues. If a few cubic centimeters of twelve 
hour food residue or an x-ray report of a 10 
to 15% of six hour gastric retention is recorded 
as obstruction, the incidence of obstruction 
would be high in many series of eases. Few ob- 
structions from benign lesions were encountered 
in my series of cases, as 25% six hour retention 
of the barium meal was considered the minimum 
amount to be classified as gastric stasis. A 
large percentage of cases of obstruction occur- 
ring in my series have been due to malignancy. 

Lahey® has emphasized the importance of fre- 
quent examination of gastric contents and feces 
for occult blood in the medical treatment of 





gastric uleer. He stated that the persistence of 
blood in gastric contents or feces is evidence of 
malignancy in a high percentage of cases. 

A working classification of chronie peptic 
ulcers which should be treated medically would 
be the non-obstructing or partially obstructing 
types and those in which malignancy is not 
suspected. These types of ulcers may safely 
continue under medical management so long as 
they obtain relief and exhibit no evidence of 
regression of the ulcer on x-ray examination. 

Alvarez’® has stated that the decision regard- 
ing the method of treatment, medical or surgi- 
cal, in many cases must be based upon the in- 
telligence and willingness of the patient to co- 
déperate. An ignorant, hard-working, poorly 
paid laborer, with poor home conditions or liv- 
ing in cheap restaurants, is unlikely to follow a 
prescribed course of medical treatment that will 
result in healing the ulcer. The outcome is 
even less likely to be satisfactory if the ulcer is 
large and has probably existed a long time. 

Better results from medical treatment are to 
be expected in young patients who have had 
ulcer symptoms a short time, who are not doing 
heavy manual labor, and who have intelligence, 
income and suitable home conditions to co- 
Operate with the physician in carrying out the 
details of the treatment. 

A conservative classification of the types of 
eases of chronic ulcers that should be subjected 
to operation would appear to be: 

1. Those in which medical treatment has re- 
peatedly failed to improve or relieve the condi-— 
tion. 

2. Patients who, for reasons stated above, are 
unable to co-dperate in carrying out a well 
planned course of medical treatment. 

3. Large ulcers and those giving a history of 
gradually increasing gastric stasis and those in 
which malignancy is suspected. 


In advising surgical treatment of a peptic 
ulcer, it is well to consider briefly the results 
which surgery aims to attain. These may be 
summed up under four headings: 1. To heal 
or remove the ulcer. 2. Reduce gastric acidity. 
3. Empty the stomach. 4. Relieve the symp- 
toms. Balfour’s statement that the less disturb- 
ance from an ulcer, the less assurance of relief 
from a_ gastro-enterostomy and, vice-versa, 
should always be borne in mind in advising 
surgery for peptic uleer. 

There are, at present, undoubtedly more ad- 
herents to posterior gastro-enterostomy than to 
any other operation for peptic ulcer. It is not 
destructive ; it can be undone in eases of failure 
and the gastro-intestinal canal restored to its 
normal condition, except for adhesions. It ful- 
fills the four surgical requirements for operation 
for peptic ulcer in more cases than any other 
operation carrying the same operative mortal- 
ity. The technic is simple and does not require 
the skill necessitated in performing resections. 
Better results, however, are obtained by adding 
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cautery puncture and infolding to many ulcers 
or excision of gastric ulcers than by using 
gastro-enterostomy alone. In well selected cases 
gastro-enterostomy will result in cure in about 
90%. 

In my series of chronic peptic ulcers, twenty- 
five were treated surgically. A posterior gastro- 
enterostomy alone was done in fourteen cases 
with ten good results. Cautery puncture of 
the ulcer with infolding, followed by posterior 
gastro-enterostomy, was done in seven cases; the 
results in six of these cases have been very good. 
Excision of the ulcer and pyloroplasty was the 
method used in three, all of which are symptom 
free. The number of cases is too small to base 
any conclusions upon. It has, however, sug- 
gested the value of removal or destruction of 
the uleer as an adjunct to gastro-enterostomy. 

Probably the next operation in popularity is 
pyloroplasty.. In many eases the four require- 
ments for operations for peptic ulcer are ful- 
filled. The Finney type of operation is non- 
destructive. Many of the later types of pylo- 
roplasty, as the Finney-Haberer and Horsley, 
are done after a pylorectomy and are really 
modifications of the Billroth 1 operation. Pylo- 
roplasty has a low mortality and is a satisfac- 
tory operation in many eases. It has the one 
advantage that a gastro-enterostomy or resec- 
tion ean be done later if it fails. 

Partial gastrectomy was originally devised 
to replace pylorectomy for extensive ulcers of 
the first portion of the duodenum, antrum and 
recurrent gastro-jejunal ulcers in which less 
formidable operations had failed. Limited to 
such critical cases it has a definite field of use- 
fulness. Its present disrepute results from its 
adoption by some surgeons, notably Lewisohn" 
and Berg’? of New York and many European 
surgeons, aS a primary operation in simple 
duodenal ulcers on the ground that gastro- 
enterostomy is followed by a high incidence, 34 
to 50% of gastro-jejunal ulcers. It is further 
erroneously claimed that partial gastrectomy in- 
sures anacidity in nearly 100% of cases, is not 
followed by gastro-jejunal ulcers, and results in 
complete freedom from ulcer symptoms in prac- 
tically all cases. The fact that partial gas- 
trectomy has a primary operative mortality of 
10 to 15% in many hands and that it is a hope- 
lessly crippling operation in ease of failure de- 








mands serious consideration before advising it 
except in very carefully selected cases and after 
less destructive operations have failed. 

In conclusion, there are many patients with 
peptic ulcers who, on account of the facts that 
they are young, have recently developed an 
ulcer or had inefficient ulcer treatment, and who 
on account of occupational, financial, intellectual 
and home conditions can co-dperate with the 
physician in the medical management of their 
ulcer, should have medical treatment. 

There are other patients in whom medical 
treatment has repeatedly failed, who cannot eo- 
Operate in efficient medical therapy, who have 
an inereasing gastric stasis from an uleer or 
who have a suspected malignancy, who should be 
treated surgically. 

There are also four types of complications of 
ulcers,—perforations, repeated hemorrhages, 
true obstructions and malignant degenerations, 
—that are unquestionably surgical. 

In the choice of operative procedure the aim 
should be to efface or heal the ulcer, to empty 
the stomach, to lower the gastric acidity and to 
alleviate or cure the ulcer symptoms. This 
should be attempted in the cases having benign 
lesions, first by a non-destructive, simple opera- 
tion as gastro-enterostomy, preferably with 
cautery puncture or excision of the ulcer or 
pyloroplasty. In carefully selected cases, where 
the simpler operations have failed, or in cases 
of suspected malignancy, resection should be 
performed. 


REFERENCES 


~ 


Balfour: Results of operation for duodenal ulcer in physi- 
cians. Am. Surg., 1927, LXXXVI, 691. 

2 Ritvo and Weiss: Physostigmin as an aid in gastro-intesti- 
nal roentgen ray diagnosis. <A. J. Roent. and Radium 
Therapy, 1927, XVIII, 301. 

Horsley: Partial Gastrectomy. J. A. M. A., 1926, LXXXVI, 
664. 

MacCarty: Chronic Gastric Ulcer and Gastric Carcinoma. 
A. Jour. Roent., 1920, VII, 591. 


Balfour: Discussion of paper. The evaluation of present 
methods of treatment of lesions of the stomach and 
duodenum. N. E. Jour. Med, 1928, CXCVIII, 273. 


Jordan: Calcium chloride and CO2 contents of venous blood 
in cases of gastro duodenal ulcer treated with alkalies. 
J. A. M. A., 1926, LXXXVII, 1906. 

Brown, Eusterman, Hartman and Rowntree: Toxic Nephri- 
tis in Pyloric and Duodenal Obstruction. Arch. Int. Med., 
1923, RARE £26. 

8 Deaver: Chronic Ulcer of the Duodenum and Stomach. S&S. 
G. O., 1928, XLVI, 161. 

Lahey: The General Management of Peptic Ulcer. B. M. 
and S. J., 1926, CXCV, 980. 

10 Alvarez: A practical treatment of duodenal ulcer. J. A. M. 
A., 1926, LXXXVII, 2086. 

Lewisohn and Ginsberg: Relation of post operative achlor- 
hydria to the cure of gastric and duodenal ulcer. S. G. 
O., 1927, XLIV, 344. 


Berg: Surgical care of gastric and duodenal ulcer. Surg. 
Clinics of N. America, 1925, V, 62. 


Co 


~~ 


o 


fr) 


1 


=) 


1 


_ 


to 

















Volume 199 
Number 24 


BACTERIAL ENDOCARDITIS IN CHILDHOOD—LAWSON AND PALMER 


1205 





OCCURRENCE OF SUBACUTE BACTERIAL ENDOCARDITIS IN 
CHILDHOOD 
Report of three cases, aged six, eight and ten years respectively with a note on a case of 


Streptococcus Viridans Septicemia in a child aged twenty-one months without 
Demonstrable Valve Lesions* 


BY GEORGE M. LAWSON, M.D.,t 


UBACUTE bacterial endocarditis is a rare 
condition in children, and since there are 
very few definite data on the incidence of this 
disease in childhood or the earliest age at which 
it may occur, we have reviewed the cases at the 
Massachusetts General Hospital and have found 
three definite cases aged six, eight and ten years 
respectively and one case of streptococcus viri- 
dans septicemia, without demonstrable valve le- 
sions, in a child of twenty-one months. In this 
case the appearance in culture suggested that 
it also belonged in the subacute bacterial group. 
Taking all four cases as subacute bacterial endo- 
earditis, it would give an incidence of 1.7% in 
children under ten years, at the Massachusetts 
General Hospital. However, the lack of evi- 
dence among the early records for the diagnosis 
of subacute bacterial endocarditis makes this 
figure doubtful. The cases are presented be- 
cause of the rarity of this disease in children 
and in order to indicate the early age at which 
it may be encountered. The literature is re- 
viewed below. 


CASE REPORTS 


CASE 1. W. G., C.M. 264182 (male), aged six years, 
a state charge, entered the hospital complaining of 
drowsiness at play. 

Family History—No heart disease in mother, father 
or 7 siblings. 

Past History—Five months before entry the patient 
had chorea and was treated at the Children’s Hospi- 
tal, Boston, for one month and was discharged home 
for two months’ rest, because of heart trouble. At 
the end of the two months the tonsils were removed. 
There were no other illnesses in the past history 
except for whooping cough at the age of one year. 

Present Illness—One week before entry the patient 
complained of a painful right ankle and an attendant 
noticed that for one week the child had been rath- 
- sick and had shown a tendency to fall asleep at 
play. 

The temperature on admission was 104.2°F, the 
pulse rate 180 and the respiratory rate 18. On 
physical examination the child was mentally alert, 
the cheeks were flushed. The heart was slightly en- 
larged and at the apex there was a loud rough sys- 
tolic murmur. Later a loud rumbling mitral diastolic 
murmur at the apex was observed. The liver was 
enlarged and tender. In the course of the first week 
petechiae were found in the eyelids, and the spleen 
become palpable. 

The white count ranged from 21,000 to 47,000. The 
red count fell from 4,800,000 to 2,800,000. There 
were no red cells in the urine. Two blood cultures 
were negative. The patient showed a septic tem- 


*From the Cardiac Clinic and Department of Bacteriology 
of the Massachusetts General Hospital. 
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perature, went progressively down hill and died 
after two weeks in the hospital. 

Postmortem examination showed infarcts of spleen 
and kidneys, embolic thrombosis of the left com- 
mon iliac artery, slight hypertrophy and dilatation 
of the heart and typical subacute endocarditis of 
the mitral valve, there being small vegetations on 
the somewhat thickened mitral curtains and on the 
thickened chorde tendinee. Postmortem culture 
from the heart’s blood was negative for streptococcus 
viridans. 


CAsE 2. A. F. C., C.M. 283912 (male), aged eight 
years, was sent to the Massachusetts General Hos- 
pital by the school physician because of heart 
trouble. 

Family History—Negative. 

Past History—The birth, growth and development 
were normal. The child suffered from many at- 
tacks of tonsillitis with fever until the age of two 
years. Measles and whooping cough occurred one 
year before entry. There were no other diseases 
aside from many colds. The tonsils and adenoids 
were removed two years before entrance. 

Present Illness—Two years ago the child was found 
to have heart trouble by his local doctor. During 
the year. before entry the mother noted cyanosis of 
the lips and hands. 

Six weeks ago a swelling appeared in the right 
side of the neck and subsided. Some time later 
the child suffered a chill in school and was kept at 
home until brought to the hospital. For one week 
before entry the patient had fever, night sweats and 
cough. 

The feature of the physical examination was a 
loud rough systolic murmur best heard over the 
pulmonic area, where a thrill was felt. The spleen 
was palpable four centimeters below the costal mar- 
gin. There was no clubbing of fingers or toes. No 
petechie were observed. 

The white count was 14,000 to 16,000. -No red 
cells were seen in the urinary sediment. Roentgen 
ray examination of the heart showed prominence in 
the region of the auricles and in the region of the 
pulmonary artery. 

Blood culture was 
viridans. 

A diagnosis of probable congenital heart disease 
with superimposed subacute bacterial endocarditis 
was made. The patient developed a septic tempera- 
ture for three weeks and was discharged still in fair 
condition. He died at home four months later. 
There was no postmortem examination. 


CASE 3. M. R., E.M. 166948 (female), age ten years. 

Family History and Past History—Negative. 

Present Illness-—-Two months before entrance the 
child suffered from ill-defined pains in the legs and 
shortly afterward dyspnea appeared. During the 
three days before entry into the hospital vomiting, 
cough, increasing dyspnea and orthopnea were 
present. Slight edema of the hands and feet were 
noted the day of entrance. 

No other or earlier symptoms or signs were re- 
marked either by the patient or her mother, except 
that clubbing of the fingers was first observed seven 
months before entry. 


positive for streptococcus 








| 
| 





1206 BACTERIAL ENDOCARDITIS IN CHILDHOOD—LAWSON AND PALMER N.E. J. oty- 


J 
December 13, 1998 





tara 


On physical examination cyanosis and clubbed | The diagnosis in ease 3 is based upon the gep. 


fingers and toes were noted. The heart was much 
enlarged and aortic and mitral diastolic murmurs 
were heard. No petechie were seen. The spleen 
was not felt. 

Blood culture was negative. 

The urine showed albumen, casts, white cells and 
red cells. Leucocytes varied from 8,000 to 54,000. 
Red count 3,500,000. 

Blood film showed mononuclear phagocytes with 
red cell and white cell inclusions. Examination of 
fresh blood demonstrated ameboid movement in 
those cells. 

The patient showed a septic temperature through- 
out her stay in the hospital. She gradually failed 
and died at the end of eight weeks. 

Postmortem examination showed a bicuspid aortic 
valve with cauliflower-like vegetations and two 
mycotic aneurysms, one of a valve cusp and one in 
the first portion of the aorta. The mitral valve 
showed rheumatic endocarditis. There was chronic 
passive congestion of lungs, liver and spleen, infarcts 
of the kidneys and acute glomerulonephritis. 


Case 4. W. R., C.M. 288453 (male), aged twenty- 
one months, entered with the complaint of fainting 
spells. 

Family History—Negative. 

Past History—Growth and development were nor- 
mal. No other diseases occurred except for colds. 
The child had occasional momentary fainting peri- 
ods after crying. 

Present Illness—One day before entry the mother 
noted pallor, and during the day the patient fainted 
twice. Each time he was returned to consciousness 
by application of cold water. There was no twitch- 
ing or foaming at the mouth. 

On physical examination the twenty-one month 
old baby appeared anemic, dehydrated, and toxic. 
There was slight adenopathy. The liver and spleen 
were palpable. No petechie or purpuric spots were 
observed. The heart and lungs were entirely nega- 
tive. 

White blood cells 17,400. Polymorphonuclear 
neutrophils 74%, lymphocytes 23%, large mononu- 
clears 3%, no basophils or eosinophils. Red blood 
cells 1,120,000. Blood culture showed streptococcus 
viridans. 

The temperature was 100 to 106 during the day 
and a half in the hospital. The patient failed rap- 
idly and in spite of transfusion died. Toward the 
end, with a temperature of 106°, right internal stra- 
bismus appeared, and general convulsions starting 
in the left arm supervened. The eye grounds were 
negative except for retinal hemorrhages. 

The presence of abundant platelets and poly- 
morphonuclear cells were against aplastic or pri- 
mary anemia and a diagnosis of streptococcus 
viridans septicemia was made. There was no post- 
mortem examination. 


DISCUSSION 


Case 1, aged six years, may be considered a 
subacute bacterial endocarditis on the basis of 
the perfectly typical postmortem findings and 
from the clinical course, even in the absence of 
positive blood cultures, and represents the 
earliest age at which this disease has occurred 
in our experience at the Massachusetts General 
Hospital. 

Case 2 is of interest because of the congenital 
lesion upon which the subacute bacterial infee- 
tion was apparently superimposed and is the 
next voungest case in our records. 





tie course, the consistent postmortem findings 
(namely the character of the vegetations, the 
renal infarets, the acute glomerulonephritis) 
and finally upon the demonstration of actively 
phagocytizing large mononuclears in the blood 
stream. 


Case 4 is of unusual interest not only because 
of the early age at which a positive blood ey. 
ture showing the streptococcus viridans was 
found but because of the negative findings jn 
respect to the heart. 


It has been our experience in studying cases 
in which streptococcus viridans is found in 
blood cultures that the organisms may be di- 
vided into two groups. The first group is com. 
posed of organisms from blood cultures in a 
heterogeneous group of diseases; arthritis, rheu- 
matic fever, terminal septicemia, sinus infec. 
tions and similar conditions. The second group 
consists of cases of subacute bacterial endo- 
carditis. 


The bacteriological differentiation into two 
groups is made on the basis of the manner of 
growth of the streptococcus viridans in blood 
cultures taken in hormone broth of p.h. 7.6. If 
the blood culture once taken is left undisturbed 
in the incubator for seventy hours and if the 
condition be subacute bacterial endocarditis, 
small grayish tuft-like masses,—diserete colo- 
nies of the organisms—will be seen growing on 
the surface of the sedimented red blood cells. 
About these tuft-like colonies alpha hemolysis is 
easily seen. If one of these tufts is carefully 


‘removed with a capillary pipette, the stained 


smear shows matted chains of organisms—a sin- 
gle chain containing hundreds of individual 
cocci. Pleomorphie forms are quite common. 

The blood cultures containing streptococcus 
viridans in conditions other than subacute bac- 
terial endocarditis, incubated in the same man- 
ner, show a diffuse clouding of the broth me- 
dium without the tuft-like discrete colonies 
which we have come to associate with the one 
disease. 

We have mentioned this tentative bacterio- 
logical differentiation inasmuch as ease four in 
this series would bacteriologically be classified 
with the group of subacute bacterial endocardi- 
tis despite the lack of clinical evidence. 


THE LITERATURE 


Blumer’, in his monograph on subacute bae- 
terial endocarditis in 1923, gives the following 
table of age distribution for 317 eases: 


Years Cases 
1-10 1 
11-20 ' 54 
21-30 116 
31-40 86 
41-50 37 
51-60 19 


61-70 4 
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Analysis of this table shows that 80.75% of 
eases occurred between the ages of eleven and 
forty. The age of the one case under ten years 
is not given. 

Morrison? studied the incidence of this dis- 
ease at the Massachusetts General Hospital 
from 1904 to 1926. Of 145 eases, 57% occurred 
in the second and third decades. He does not 
give distribution by decades otherwise. The 
youngest case in Morrison’s series was case 1 
reported in the present paper. 


Libman® tabulated 150 cases in 1918 and 
found only one case under ten years (age not 
given). Four cases oceurred between the ages 
of fifty and sixty and three between the ages of 
sixty and seventy. Over one half of all cases 
occurred in the second and third decades. Lib- 
man mentions one case not included in his tab- 
ulation, in a child aged five years. 


Casaubon and Senet* reviewed the subject 
and the youngest case found by them definitely 
proved to be subacute bacterial endocarditis was 
nine years old. 

Schlesinger’ has recently reviewed the litera- 
ture and has analyzed fourteen fatal cases of 
subacute infective endocarditis in childhood. 
The following table published by him gives the 
division between adults and children in three 
series of eases: 


Per 
Number cent. 
of in 
fatal Chil- chil- 


eases Adults dren dren 
From the University Col- 


lege Hospital, London 60 56 4 6 
Horder 26 24 2 8 
Osler 209 205 4 2 





The youngest case reported by Schlesinger 
was five years old. There was no culture taken. 
One case was eight, one eight and a half, and 
four were nine years of age. No culture was 
taken in the case aged eight, and the culture 
was negative in the case aged eight and a half 
years. Streptococci were found in two of the 
cases aged nine and no culture was taken in the 
remaining two. 


SUMMARY 


1. In our experience at the Massachusetts 
General Hospital the earliest age at which sub- 
acute bacterial endocarditis has occurred is six 
years and the next earliest is eight years. A 
third ease, aged ten years is reported. The 
youngest case recorded in the literature was five 
years of age. 

2. A very unusual ease of streptococeus viri- 
dans septicemia without evidence of valvular 
damage in a child aged twenty-one months is 
reported. The appearance of the colonies cul- 
tured from the blood of this ease suggests that 
it belongs to the subacute bacterial group. 


We wish to thank Dr. Paul D. White for helpful 
criticisms and suggestions in the preparation of this 
paper. 
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MISTLETOE IN THE TREATMENT OF HYPERTENSION* 


BY JAMES P. O’HARE, M.D.,f 


CCASIONALLY it seems worth while to re- 
port the purely clinical results of treatment 
of symptoms by drug or other form of therapy. 
Naturally the greatest conservatism must be 
exercised in the interpretation of such results 
because of the limitations of observation, the 
lack of measurable changes, the psycho-thera- 
peutic element, ete. 

One of the most uncomfortable symptoms of 
the hypertensive patient is the severe, occipital, 
matutinal headache. Not infrequently it is ac- 
companied by dizziness and an _ indescribable 
“‘full feeling’’ or ‘‘muddled sensation’? within 
the head. Oceasionally tinnitus in one or both 
ears is an associated factor. 

For many years French, German and other 
workerst have been writing about the action of 

*From the Medical Clinic of the Peter Bent Brigham. Hospital. 

tFor record and address of author see ‘This Week’s Issue,” 


page 1226. 
See Bibliography at end. 





AND LYMAN H. HOYT, M.D.t 


mistletoe (Viscum album, Gui) in various condi- 
tions. The reader is referred to the articles of 
these men for details of the drug action. It is 
sufficient for our purpose to state that the drug 
has been regarded as a vasodilator and as such 
has been used for several years in European 
clinics in the treatment of hypertension. Nu- 
merous claims have been made for its effective- 
ness in the reduction of the increased pressure. 
Analysis of the figures and actual experience 
several years ago with one preparation of Gui 
lead us to state that the reduction of pressure is 
neither striking nor uniform. In fact the 
changes observed are, by and large, well within 
the limits of the usual fluctuations found in the 
average hypertensive patient under no treat- 
ment. 

About three to four years ago, Pasteur Val- 
lery-Radot suggested that we try another prep- 
aration of Gui for its symptomatie effect. Intrait 
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Blood Blood Result 
= 4 Pressure Pressuref— "~~" s ore) 
Name Age jHeadache Dizziness Timitus Before After |Headache Dizziness Tinnitus. 
|e AcSeBe 151 | + 170/92 160/86 ++ r oe 
| | 
2e DeAcNe [54 | + 232/150 214/140 ot 
ae is 
Be GePe 48 + _230/226 220/120 o 
de ReQe 53 > 190/118 180/110 + ++ 
Ss ReGe + sao + 
60 JeFeRe /|54 164/100 o 
Ze CoCsRe_! : 10/1z0 174/120 9 
EsSe + 200/124 172/120 + 
|9e heWeSe {68 + 162/86 140,80 ~ 
i 
LOsSele _147 + 228/130 | 220/125 + 
|11s Sake _!25 x 150/100 1.34/90 z 
| 
| 
120 JeSe _/39 + 224/160 242/160 Q 
[13- SGo 153 + 160/106 ++ 
' 
los GeSe__[65__| + 208/140 200/130 Q 
a 240/120 210/120 +t ++ 
| 19°/ 3% 
160 TeSe 7 | + as 
zs WeReTe 49 + 230/130 ot 
\ } 
"(18s Pee 49 + | 204/128 184/ 120 + 
| | 
190 JeZe 0 + | 174/126 180/130 i+ 
| 
1200 ReD. 64 ; + 214/130 200/140 - 
t 
0 +e no relief ++ = relief 
{ + ~— slight relief +++ == striking relief 
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Number 24 ; 
a ~=— —— Result nom 
Name | age [Headache Dizziness Tinnitus Before. -+~--~Af ter} Headache Dizziness Timitu 

21. AeBeCe | 79 + _154/90 +t 

220 WePeCe | 50 + 182/120 ++ 

230 CoReCe | 45 + 202/140 210/236 0 

B40 CoCo 72 + 156/84 170/90 + 

‘Bie MeBe 1 533 + 210/130 io6ficg rn 

260 BeBe 1 45 + 194/140 2oa/ise | te 

27% WeBe 27 + + 208/146. + 

S80 LeBe | 5) + _|176/110 120/110 tt 

29. 1eBe | 57 + + 256/116 ++ + 

300 Bebe _|57 + 260/136 196/128 + 

Be Bele {52 + 152/110 ++ 

Boe bebe [49 + 220/142 218/150 ++ 

33. MeLe | 67 + 220/110 188/96 1+ 

She Jele |50 + 224/120 194/120 - 

3%. Nae | 60 + 164/100 | 144/90 0 a 
360 MeSMe 153 + 138/64 126/60 0 

37%- Medic. [65 | + 226/106 208/86 ++ 

380 JeTaice |37 + 142/100 122/86 + 

39. Juice =| 45 + 216/130 196/130 + 

40. 52 | + 168/112 170/104 ++ 























Case 27 V. B. Dizziness? 
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enema ii tae 
————_ 
| Symp tans { Blood Blood 
Mane _| age Headache Dizziness PS io ane 
: p = inni tas 
4he Kelle | 54, + 228/130 184/120 ++ 
22 Nepcle 59 ~ 148/100 156/150 0 
430 JeS-De | 61 + 190/70 190/86 
Ge JeBeDe .| 65 * 230/130 216/134 
450 JeFe | 64 - 200/108 208/110 
46s JeFs | 43 + 250/160 226/180 + 
470 GeFs 60 + + 220/120 204/100 ++ 
48a EsSe + 186/116 190/116 0 
490 MeS. | 48 + - 240/140 196/120 + 
50s JeSe 64 - + 230/100 218/100 0 
Sle Je Mc» | 45 | + 216/130 196/130 + 
52. hele | 3 + + 250/140 260/150 0 
53. MG. | 46 + 220/140 214/134 + 
Bho JeHe + 144/90 144/90 + 
‘55. Rowe | 52 - 190/100 178/100 > 
560 HeHe 66 . 200/98 164/100 * 
57e Rede + 156/90 156/90 0 
580 EeJe 65 + 160/92 172/90 
‘59s LeKe | 55 + 182/114 196/110 * 
60._TeKe 54 1 + 206/130 214/144 
| 4 
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Number 24 . 
=  — <a ——Besul §_ 
Hane oon Before After | Dizzinesa-Linnitas-—— 
le JeGe + 210/120 200/120 ot 
P 69 + + 206/92. 2 _2 
wide Hake} ff + 282/126 Q 
aFs 53 + 236/148 0 
fBis Bele | 40 * t 218/134. | 208/134 ttt 
Ghs Ese | 59 + 194/110 1zs/100 tit 
62s NeCe 55 + 170/90 156/100 +++ 
fia Dee | 65 + 198/104 +++ 
690 Alle 60 + + 140/86 +++ +++ 
702 MeDe 61 + 192/130 + 
Zhe JeDe | 79 + + 210/104 0 0 
~1Be MeRe 64 + 200/100 0 
7%. GeEo | 46 + + 204/116 + + 
The NeDe 45 + ) 190/130 ++ 
75eMeFe | 56 [ + - _198/98 ) 
7.HHe | 62 + 240/136 He 
oJeKe | 46 | + 194/130 204/136 + 
780 Jefe 55 + 168/100 +H 
79e RS | 49 | + + 176/104 * + 
fide Pele | 47 + 250/120 + 
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J. 
December ths 
Se 
Symptoms j Blood Blood =| Result 
‘ Pressure Pres me 
ame __| Age [Headache Dizziness smi Before ister fieatacre ; 

| Sle JeDe_|_50 + 200/150 ++ 
820 MeCe 30 + 170/140 ++ 

835. MeFe | 45 + 240/140 241/160 ‘+ 
| 84.UG. | 45) + 170/130 170/130 0 
85 HePe 42 . 240/140 250/140 4 
| 860 AcWe 70 + 250/125 190/110 0 
870 JeRe | 60 + 192/110 200/115 0 
882 AeKe | 50 + 245/130 234/110 + 
89. Ade | 65 + - 210/115 258/124 +. 

We Seke 50 + + 210/120. 250/138 + + 

91. BeBe 66 + 186/100 190/110 ++ 
220 dele | 48 § +++ 240/128 240/128 +++ 
| 
930 ReRe | 50 + 248/146 250/138 0 

40 AeSe 65 + 1s6/112 180/110 ++ 
| _ 95s beSe 14 + 160/106 142/100 ++ 
| 960 UeSe | 55 + 192/126 190/112 + 

970 KeGe 68 - 242/134 240/130 0 
| 980 CeNe 53 + + 250/130 180/90 1++ + 
| 996 Wee | 45§ ++ 230/150 190/108 t+ 
| 1000 EsDe 31 + 180/96 + 
j 
| 
} 
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de Gui* is a 2 per cent. solution of the dry ex- 
tract of mistletoe in alcohol and water. It is 
used in dosage of 2.5 to 5 ce., by mouth, three 
times a day, before meals. In a large group of 
eases, we have seen no deleterious effects from 
its use. Only a rare patient has complained of 


slight nausea. 

The following report deals with purely clini- 
eal observations on 100 cases of vascular hyper- 
tension made in the private practice of one of us 
and in the Renal Clinic of the Peter Bent Brig- 
ham Hospital. 

As ean be seen from the table, there were 78 
patients who complained of the typical head- 
ache. Of these 59, or approximately 75 per 
eent., were relieved while taking the medicine. 
Inasmuch as relief usually came not immediate- 
ly but after three or four days of treatment, we 
feel that we can eliminate any psychotherapeutic 
element. Furthermore, with the return of head- 
ache in some of these patients, another course 
of treatment was usually equally effective. It 
was our custom to continue treatment for 10 
days unless the patient was relieved before that 
time. If no relief was experienced in ten days, 
the drug was regarded as ineffective. Approxi- 
mately 25 per cent. of the patients with head- 
aches failed to react. 


Thirty-five patients complained of dizziness 
and of these 26 or approximately 74 per cent. 
were relieved. 

Four patients had tinnitus and of these two 
were relieved. 

*This preparation is manufactured by Dausse et Cie, Paris, 


and imported into the United States by Fougera and Company, 
New York City. 





In 72 of the 100 cases, blood pressure read- 
ings were taken before and after treatment. A 
drop of at least 20 mm. or more in the systolic 
pressure was shown by 18 or 25 per cent. In 
this group, the most marked drop in systolic 
pressure was 70 mm. and in diastolic pressure 40 
mm. The average fall was 34 mm. systolic and 
10 mm. diastolic. While these figures may pos- 
sibly be interpreted as indicating a hypotensive 
effect of the drug, one should be very conserva- 
tive in advancing such a claim. In the first 
place, only 25 per cent. of our patients showed 
any reduction worth consideration. Only three 
or four of these had striking reductions. The 
average drop in these twenty-five patients was 
only 34 mm. systolic and 10 mm. diastolic pres- 
sure. Previous experience with hypertensive 
cases has taught us that such variations fre- 
quently occur without any therapy. Further- 
more, the table will show that the blood pressure 
was not infrequently higher after the use of 
Gui, even in those whose symptoms were re- 
lieved. 

CONCLUSION 


From the observations detailed above, we be- 
lieve that mistletoe in the form of intrait de gui 
is a useful remedy in the treatment of the more 
common cerebral symptoms of hypertension. 
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THE TREATMENT OF CHRONIC BRONCHO PULMONARY SUPPURATIVE 
LESIONS LIMITED TO ONE LOBE OF THE LUNG* 


BY WYMAN WHITTEMORE, M.D., F.A.C.S.T 


OR about fifteen years it has been my priv- 
ilege to be directly in charge of all 

the thoracic surgery that has been done at the 
Massachusetts General Hospital, with the ex- 
ception of the cases of acute empyema that 
have been handled by the general surgical 
service during the last few years. In fact, 
as thoracic surgery seemed well on its way 
to become a very important branch of surgery, 
it was deemed wise, two and a half years ago, 
to establish a thoracic service, or clinic, at the 
Massachusetts General Hospital. Two surgeons, 
two medical men and a bronchoscopist were put 
in charge of this work. We have been asked to 
pass judgment on cases that might be suitable 
for surgery, to help in making diagnoses, to ad- 
vise treatment in cases that were not neces- 


*Read at the Annual Meeting of the Michigan State Medical 
Society, Detroit, September 27, 1928. 


tFor record and address of author see “This Week’s Issue,” 
page 1226. 





sarily surgical, and finally to aid in the disposi- 
tion of certain cases. 

The type of case that has been of particular 
interest to me is that with a chronic suppurative 
lesion, the disease being limited to one lobe of 
the lung and of a non-tuberculosis nature. The 
term ‘‘bronchiectasis’’ is the common one in 
usage for this group, but as the incidence of 
limitation of the suppurative disease to the 
bronchial tree alone is very rare, and in view of 
the fact that the pathology commonly shows a 
varying amount of infection in the parenchyma 
of the lung as well as in the bronchial tree, we 
rather prefer the term ‘‘chronie broncho-pul- 
monary infection with bronchial dilatation.’’ 

We believe it is a fair statement to make that 
all methods of treating this condition other than 
its removal by some surgical procedure are 
merely palliative and will not cure the disease. 

Medical treatment may be dismissed by say- 
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ing that it will never cure this condition, al-|some bronchiectasis. Lobectomy was adyj 


though if the patient can devote his days to tak- 
ing care of his health, spending his winters in 
a warm dry climate, and using postural drain- 
age, it may be that he will live a long and fairly 
comfortable life. 

Bronchoscopy will not effect a cure, but if the 
patient is willing to be bronchoscoped at regular 
intervals, there is no question but what his con- 
dition will be improved, in that the septic symp- 
toms will largely subside and the amount of 
sputum raised will be diminished. It seems to 
us that the greatest benefit from bronchoscopy 
is obtained from aspiration of the pus from the 
bronchial tree, by the dilatation of any stric- 
ture or strictures of the bronchus and by the 
removal of any granulation tissue that is tend- 


' ing to obstruct the bronchus. We do not feel 


that irrigation of the bronchial tree or the in- 
jection of medicated oils is of any therapeutic 
value. The early cases of bronchiectasis which 
are caused by tlie lodgment of a foreign body in 
a bronchus, and which are promptly cured by 
its removal, are not included in this discussion. 

We realize that a great deal has been said and 
written about the injection of lipiodol into the 
bronchial tree to aid in making diagnosis. Our 
clinic, as well as a great many others, has pro- 
duced very beautiful x-ray films, but after a 
certain amount of experience, we feel that in 
most instances the diagnosis can be made with- 
out lipiodol. Often we see films taken just after 
the patient has coughed, which show lipiodol 
scattered throughout the good lung. May it 
not be quite possible that infection is carried by 
the lipiodol and spread into the sound lung? 
We feel this is a real danger and so at the pres- 
ent time only use lipiodol in a very small 
selected group of cases. 

A third possible method of treatment is arti- 
ficial pneumothorax. Here, again, we do not 
believe that any cure ean be brought about by 
its use, with possibly very rare exceptions. On 
the other hand, if the lung is not adherent to 
the costal pleura, so that it can be completely 
collapsed, the general condition of the patient 
will be improved and the amount of sputum 
will be much diminished. But when the lung 
is allowed to expand, the symptoms gradually 
return and it is found that the disease has not 
been cured. In many instances in which arti- 
ficial pneumothorax is kept up for a long time, 
fluid will appear in the pleural cavity, which 
will cause this form of treatment to be aban- 
doned; and it is not uneommon for this fluid 
to become infected, or, as in our experience in a 
few cases, during the treatment adhesions have 
been torn, opening the infected area in the lung, 
resulting in a virulent empyema. The condition 
then becomes more serious, as to the bron- 
chiectasis there is added an acute empyema. 

I well remember a strong, young Italian girl 
with multiple abscesses of the lower lobe and 





by me, but the medical service decided to treat 
her by artificial pneumothorax. She did well 
for several months, then developed some infee. 
tion in the good lung, and finally a virulent 
empyema on the original side, and died. 

Surgical operations for this condition are two. 
fold. The palliative ones from which no abgo. 
lute cure should be exercised (except possibly 
in extremely rare instances) and the radical 
ones from which a cure may be expected in a 
large percentage of the cases that survive the 
procedure. 

There is no reason to suppose that -drainage 
of the diseased area will produce a cure. Hoy. 
ever, it is quite justifiable to drain a large 
dilatation of a bronchus or a large abscess of 
the lung for temporary relief. This operation 
merely changes the direction of the drainage, 
and where the patient has been raising quanti- 
ties of pus by coughing, following the operation 
large quantities come through the drainage 
tube and will continue to do so as long as there 
is an open sinus. 

There is a certain amount of difference of 
ovinion as to the value of graded thoracoplasty. 
When the disease is situated in more than one 
lobe of the lung, it seems to be the best operative 
procedure. But in dealing with the disease 
where it is limited to one lobe, our experience 
has led us to believe that it should be under- 
taken merely as a palliative. The general con- 
dition, following the operation, may be much 
improved and the amount of sputum tempo- 
rarily or permanently greatly reduced, but it 
does not entirely disappear and the patient is 
not absolutely cured. 

In facet, in our experience, although the 
amount of sputum may have been greatly 
diminished, yet there is still so much that it is 
a great question in my mind as to whether or 
not the procedure (bearing in mind the patient’s 
suffering from a number of operations) has 
been worth while. I rather think not. 

Every one interested in this subject is familiar 
with Graham’s cautery lobectomy. His results 
with this technique in eases of multiple abscesses 
of the lung are extremely brilliant. Our experi- 
ence with this technique has been too limited to 
mention except to say that in those cases of 
abseess that have been drained unsuccessfully, 
in that after several months they show little if 
any signs of being cured, we believe this method 
the one of choice. 

The cases that we consider ideal for lobectomy 
are the chronie bronecho-pulmonary infections 
limited to’the lower lobe, in which the lobe is 
atelectatic. It is very much smaller than 
normal, and often is overlapped partially or 
completely by the inflated upper lobe. In the 
x-ray film, the lobe is readily distinguished as a 
small triangular shadow with the base on the 
diaphragm. In this class of cases the operation, 
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we think, should be done as early as possible. 
In other words, we do not believe that the pa- 
tient who has had the disease for months or 
years before entering the hospital should be 
treated either medically, by artificial pneu- 
mothorax, or by bronchoscopy. Of course 
bronchoscopy should be done to rule out foreign 
body or malignant disease. 


Amputation of a lobe of the lung inside the 
pleural cavity has been accompanied by a very 
high mortality. In fact, the mortality has been 
so high in our hands, at the Massachusetts Gen- 
eral Hospital, that the operation has been 
abandoned. Out of 6 cases operated upon, only 
1 left the hospital alive. Some of the deaths 
were caused by unexpected accidents, as, for ex- 
ample, a sudden fatal secondary hemorrhage on 
the sixteenth day after the operation, and the 
development of a brain abscess in another case 
six weeks following operation, when the side 
operated upon had done very well and after the 
patient had reached the stage of being up in a 
wheel-chair. 

About two and a half years ago, it occurred 
to us that it might be possible to do a lobectomy 
in an entirely different way, and the technique 
about to be deseribed was employed in 9 eases, 
in 8 of which the disease was located in the 
lower lobe and in 1 in the upper lobe. The 
principles involved are mainly three: (1.) To 
shut off the blood supply to the lobe. (2.) To 
fix the mediastinum. (3.) To allow infection 
to set in gradually. 


There always has been, and always will be, in- 
fection of the pleural cavity following lobectomy 
for a septic condition. We believe that if this 
sets in rapidly, a ‘‘wildfire’’ infection takes 
place in the mediastinum, as well as in the 
pleura and is the main cause of death. 


Our desire, then, is to have the lobe gradually 
become gangrenous and slough off, having had 
its blood supply shut off, and that by this means 
infection of the pleura will be a slow one that 
the patient can withstand. 


Under gas-oxygen and ethylene anesthesia 
the pleural cavity is opened and the diseased 
lobe of the lung examined to determine the ex- 
tent ef the process and also the amount of ad- 
hesions about the lobe. This seems to us im- 
portant, as, if the adhesions are very firm and 
extensive, it may be unwise to attempt a 
lobectomy. But if lobectomy is decided upon, 
sections of enough ribs are removed so that the 
diseased part of the lobe may be delivered from 
the pleural cavity after adhesions and the pul- 
monary ligament is divided. The lung is 
firmly sutured to the muscles of the chest wall 
by chromic catgut and heavy linen thread, tak- 
ing very deep stitches into the lung tissue. Oiie 
large gauze sponge is placed beneath the lobe 
to aid in holding it, and a No. 20 French 





catheter is placed to the root of the lung, kept 
shut off, and the wound closed as tightly as pos- 
sible. By means of this catheter the large 
quantity of bloody serum that collects in the 
pleural cavity for a few days may be removed 
without allowing air to enter. Needless to say, 
when the operation is completed the amount of 
lung protruding from the wound seems small, 
it being possibly as large as an orange, but there 
is a good deal more lung tissue outside the 
pleural cavity that is hidden by the thickness of 
the chest wall. After this operation there has 
been surprisingly little shock and the picture is 
entirely different from that following the usual 
procedure, as we have seen it. Nature may then 
be allowed to complete the operation, as in 
about ten days the lobe has become necrotic. A 
dry gangrene is at first established, then grad- 
ually there is a profuse foul discharge and 
eventually, in from 3 to 5 weeks, this whole 
area sloughs off, leaving a clean, healthy, gran- 
ulating stump deep in the pleural cavity with 
bronchial fistulae in it. During this process of 
sloughing and discharging, the cough grad- 
ually diminishes, to finally cease in the success- 
ful cases. 

If a satisfactory amount of the lobe cannot 
be brought outside the pleural cavity, a tourni- 
quet may be placed around the root of the lobe 
and the ends brought outside and fastened to 
the chest wall to fix the mediastinum. Or again, 
the blood supply may be shut off, if the lobe is 
very small, by gauze tightly packed about the 
root. Neither of these procedures is as satis- 
factory as the first. 

The wound is lightly packed with gauze each 
day until it closes, or else a small rubber tube 
is placed into the pleural cavity for drainage. 
It has been unnecessary for the patients to re- 
main for more than 6 or 8 weeks in the hospital. 

In the 6 eases that made complete recoveries 
the bronchial fistulae gradually closed without 
anything being done to them. We believe that 
this has been due to the fact that the fistulae 
have been situated very deeply in the pleural 
cavity. In this position fistulae are much more 
apt to close spontaneously than when situated 
near the chest wall. The results of the 9 cases 
done are briefly as follows: 7 survived the 
operative procedure and 2 died (20%). One of 
these later died 10 days following the operation 
from pneumonia in the good lung. The other 
case died 6 weeks after operation having devel- 
oped streptococcus septicemia. Of the 7 cases 
that survived operation, 6 are entirely recovered 
and well; 1 case has a persistent thoracic fistulae 
and during the last year has developed econsid- 
erable disease in the good lung. 

It has been gratifying to me to learn that 
Graham of St. Louis has employed this opera- 
tion several times (3 or 4 at least) with satis- 
factory results. 
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Although the number of cases operated on is 
too small from which to draw any conclusions, it 
seems fair to make the following statement: 
1. That it is possible to perform lobectomy by 
this method. 2. That in our hands this opera- 








tion has been followed by less shock than in any 
other technique and the mortality has been very 
much lowered. 3. That the operative pro. 
cedure can be completed in one stage without 
too much risk. 


a mfp ne 


AN OUTBREAK OF TYPHOID FEVER TRACED TO A CARRIER* 


BY GEORGE M. SULLIVAN, M.D., 


—* November 16, 1927, a physician with a 
rare sense of community responsibility 
telephoned this Department that he had just 
made a diagnosis of typhoid fever in a girl who 
was attending a boarding school in Concord. 
This physician had heard that there were two 
or three other students ill with what might be 
typhoid fever. Immediate investigation dis- 
closed four cases of the disease in girls of 14, 16, 
16, and 17 years. The actual date of infection 
could not be determined. The onsets were on 
Nov. 8, 10, 10, and 12. In three instances the 
clinical diagnoses were substantiated by posi- 
tive Widals in our laboratory; in the fourth in- 
stance, three Widals taken early, were negative. 
No deaths oceurred. 


Two girls boarded at the school and were 
chums. The other two lived at their respective 
homes and spent considerable time together. 
While the two groups were acquainted, the con- 
tact between them was not greater than is com- 
mon among students. No significant common 
factor could be determined except that all four 
ate lunch at the school. Previous to October 26, 
the four girls were seated at three different ta- 
bles, while thereafter no two were seated at the 
same table. 

Of the seventeen teachers, four had positive 
or suggestive Widals. Three of these could be 
accounted for by previous immunization, one 
of whom, in addition, gave a history of having 
had typhoid fever. The fourth individual had 
had typhoid fever but had not been immunized. 
Stool specimens from these four persons were 
negative. Of the twenty-two employees work- 
ing during the period that infection must have 
taken place, twenty were still employed when 
the investigation was made. These twenty gave 
a negative history of typhoid fever and all had 
negative Widals and stool and urine cultures. 
The two individuals who had left, were located. 


*From the Massachusetts Department of Public Health. 





+For record and address of author see “This Week’s Issue,” 
page 1226. 
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The one who had been a cook gave no history 
of typhoid fever and her Widal and stool and 
urine cultures were negative. The other, (Miss 
M. C.,) worked at the school from October 18 
to November 15. The short interval of her em- 
ployment seemed rather suggestive. 

Miss C. not only denied ever having had 
typhoid fever, but any obscure illness with fe- 
ver. Her Widal was negative, but the first 
stool culture was positive. She was a ‘‘kitchen 
helper’’, preparing salads, paring potatoes, ete. 
The exact mode of infection could not be deter- 
mined. Several plates of food apparently were 
infected and earried to different tables by the 
waitresses. 

The carrier seemed co-dperative and willingly 
signed an agreement never to handle food for 
public consumption and to report any change 
in address to this Department. However, she 
disappeared shortly after the outbreak. Where- 
ever she is, if she continues in her occupation 
of food handling she may again be the source 
of an outbreak of typhoid fever. 

This outbreak again points to the carrier as 
the most difficult problem in the control of 
typhoid fever. Most of the earriers now living 
became such in the days when the incidence of 
typhoid fever was very high. Undoubtedly this 
group is the cause of a large percentage of our 
typhoid fever at the present time, but unfor- 
tunately we have been unable to locate more 
than about a dozen earriers per year. 

Every case of typhoid fever should either be 
hospitalized or be placed under the eare of a 
registered nurse at home as soon as the diagnosis 
is made. Beyond the obvious advantage to the 
patient himself, handling the case in this way 
reduces the chance of secondary eases develop- 
ing among his immediate associates as well as 
the possibility of further outbreaks. Further- 
more, this procedure makes it relatively easy to 
obtain stool and urine specimens from the ease 
in order that convalescent and permanent ear- 
riers may be identified. 
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CASE 144381 
A CASE OF DYSPNEA AND WEAKNESS 
MepicaALt DEPARTMENT 


First admission. A German-American sales- 
man sixty years old entered January 24 com- 
plaining of dyspnea, weakness and edema. 


His illness had come on during five years 
of unsuccessful business and increasing worry. 
For a year he had not felt well. He had how- 
ever had no definite symptoms until late in the 
last September. Then he had severe and rap- 
idly increasing dyspnea, which became inca- 
pacitating. From October 1 to January 22 he 
was in a Christian Science sanatorium, where 
he never had medication or complete rest in 
bed. After the first week he was confined to 
his room until shortly before he left. Early in 
October he was seized with dropsy, which be- 
came very severe. He had orthopnea, and oc- 
easionally urinated once at night. In the latter 
part of December and in January the edema 
became less. He had been hoarse for some time, 
and oceasionally had sputum. January 23, the 
day after his discharge, he was suddenly seized 
in the night with respiratory distress, weakness 
and a vague thoracic discomfort bordering on 
pain. The morning of admission he thought his 
sputum contained blood. 


His father died of Bright’s disease. 


The patient had been subject all his life to 
nosebleeds, occurring every day for five to ten 
days at intervals of two to five years. The last 
attack was three months before admission. In 
his youth he had severe headaches. His only 
serious illness was a left renal or ureteral stone. 
At twenty-five he had a fairly severe attack of 
breathlessness after shovelling snow. In the 
past ten years he had had three or four attacks 
of palpitation following severe exertion. Re- 
cently he had had some left tinnitus. He de- 
nied venereal disease but not exposure. 

Clinical examination showed a fairly well 
nourished man lying propped up in bed, rest- 
less and breathing rapidly. The subcutaneous 
tissues from the waist down showed brawny 
edema. Pyorrhea. Tongue dry. Tonsils very 
large. Pharynx injected. Barrel chest, with 
apparently limited expansion. Apex impulse 
of the heart not seen or felt. Left border of 





dullness 9.5 centimeters to the left of mid- 
sternum, half a centimeter outside the mid- 
clavicular line. Right border 3.5 centimeters, 
supracardiac dullness 6 centimeters. Action 
regular, rate 90. Heart sounds heard very well 
in the axilla. No second sound at the apex. 
Aortic second sound barely heard. A harsh 
musical systolic murmur heard everywhere. The 
murmur and the sounds in the pulmonic area 
seemed dissociated. Radials and brachials hard, 
brachials very tortuous. Blood pressure 155/110 
to 170/90. Electrocardiogram: normal rhythm, 
rate 75, change in pacemaker in Lead II, 
varying shape of P wave. Lungs: coarse 
erepitant rales in left axilla, medium crepitant 
rales in lower right back to the level of fourth 
rib; in left lower back to sixth rib dullness to 
flatness, diminished tactile fremitus, breath 
sounds, whispered and spoken voice, coarse 
erepitant rales. No egophony. Examination of 
abdomen obscured by subcutaneous edema and 
voluntary spasm. Dullness below right costal 
margin. Scrotum and penis showed edema, the 
scrotum a large crusted ulceration due to irrita- 
tion. Very hard edema of legs and ankles; skin 
red, warm and scaling. Hyperesthesia of soles 
of feet. Motion of knees limited. Pupils some- 
what small (morphia?), reacted only slightly 
to distance, not at all to light. Knee-jerks dnd 
ankle jerks normal. Arteries of both fundi 
slightly tortuous. 

Urine: amount normal except 75 to 85 ounces 
January 27 and 28, specific gravity 1.008 to 
1.024, a trace to a slight trace of albumin at 
two of five examinations, rare leukocytes at two, 
rare red cells at one. Renal function 15 to 25 
per cent. Blood: 19,400 to 10,800 leukocytes, 
71 per cent polymorphonuclears, hemoglobin 90 
to 75 per eent, reds 4,700,000 to 5,304,000, 
anisocytosis with a tendeney to macrocytosis 
and occasional basophilia and tailed forms, 
platelets slightly reduced. One Wassermann 
moderately positive, one negative. Hinton neg- 
ative. Non-protein nitrogen 39. 

Temperature 100° by rectum to 97° by 
mouth. Pulse 100 to 68, with a deficit of 2 to 
7 beats January 27 to 30. Respirations nor- 
mal. 

By X-ray the heart shadow appeared large 
and was prominent both to the right and the 
left. The aorta was prominent in the region of 
the knob. Both lung fields. were less radiant 
than normal, especially at the bases. The out- 
line of the left diaphragm was obliterated in 
part, perhaps by the heart shadow and motion. 
The larger lung markings were particularly 
prominent. 

January 25 the systolic murmur was loud, 
squeaking, transmitted to the axilla. There was 
a questionable systolic, also squeaking and at 
the same pitch, over the tricuspid area. Next 
day there was effusion at the left base. During 
the next few days he did very well, lost 20 
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pounds, and by January 29 had no edema of 
the legs, abdominal wall or scrotum. February 
1 he suddenly became irrational. The next day 
he was mentally clear again, and after this felt 
well except for occasional back pain. When he 
sat up long he felt tired and dyspneic. His 
urine seemed a little warmer than usual. Feb- 
ruary 7 there was dullness with bronchial 
breathing and increased spoken and whispered 
voice at both apices, marked over the right 
posteriorly; egophony was questionable here, 
positive on the left. 

February 8 he was discharged improved. 

History of interval. On leaving the hospital 
he stayed for three weeks in convalescent homes 
and a hospital, and kept fairly quiet. Then he 
went home, and from that time did a good deal 
of walking and stair climbing. He used two 
pillows at night. Toward the end of March he 
began to have swelling of the legs and dyspnea, 
sitting up most of the night. These symptoms 
grew progressively worse. About the middle 
of April his abdomen began to swell, and per- 
haps a week later his penis and scrotum, inter- 
fering with the passage of urine and causing 
pain on starting the stream. For two weeks he 
had been in bed. His physician increased digi- 
talis to two grains a day and three grains every 
other day and gave him a tenth of a grain of 
morphia with atropin at night. For a week his 
condition had been about the same. 

Second admission, April 28, eleven weeks 
after his discharge. 

Clinical examination was as before except as 
noted. He had marked Cheyne-Stokes respira- 
tion with gasping hyperpneic phase. His lips 
were somewhat cyanotic. The skin was dry, 
inelastic; over the legs tense and thickened, 
somewhat scaling. There were coarse moist 
rales at the base of the right lung and _ pos- 
sible fluid at the left base,—dullness with ab- 
sent breath sounds and fremitus. The cardiac 
impulse was strong. The apex was seen and 
felt in the fifth space. The midelavicular line 
is now recorded as 8.25 centimeters from mid. 
sternum, the left border of dullness 10.5, right 
border 3, supracardiac dullness 5.5. The sounds 
were of poor quality, the first sound obseured 
by a loud high pitched systolic murmur. There 
was a questionable systolic thrill at the apex. 
No diastolic murmur was heard. There was no 
pulse deficit. The blood pressure was 190/130. 
The sounds were of uniform quality. There 
were signs of ascites. The abdominal wall 
was tense, tympanitiec over the center. There 
was tense hard edema of the entire lower legs 
extending up over the lumbosacral area and 
back. The right lower arm showed pitting 
edema. The rest of the examinatian was post- 
poned. 


Urine not recorded. Blood: 13,750 leuko- 


December 3 Ie 
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globin 80 per cent, red count and smear nop 
mal. 

Temperature 99° to 104.1°. Pulse 80 to 108 
Respirations 10 to 30. 

The patient was given digitalis intramugey. 
larly and morphia 1/6 grain every three hows, 
Venesection was postponed because of the ab. 
sence of marked cyanosis and edema of the 
lungs. He remained in about the same condi. 
tion until early the morning after admission, 
Then he had tracheal rales, restlessness and jp. 
creased dyspnea. Morphia was pushed and he 
was given scopolamin 1/200 grain. 250 enbie 
centimeters of blood was withdrawn. During 
the venesection the blood pressure began to 
drop; within half an hour it fell from 200/135 
to 138/88. He failed rapidly and at midday 
died. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


It is noticeable how often histories begin as 
this does. It is the beginning of a larger nun- 
ber of cases than any other. One might say 
‘‘Why do they hand out only cardiovascular 
eases here?’’ The answer is, cardiovascular- 
renal disease is the commonest cause of death, 
a group as big as any other two groups. In- 
eluding nephritis, cerebral hemorrhage and the 
various kind of heart disease it is more than 
twice as common as any single cause of death 
that we can name. So it is not surprising that 
it occurs so often here. 

This is a perfectly straight cardiovascular 
history. If nothing comes out to the contrary 
we should say this man has some form of heart 
and vessel trouble, which since he is sixty years 
old is very probably of the hypertensive type. 

His father’s death from Bright’s disease has 
some significance. We cannot always distin- 
guish nephritis from hypertension without 
nephritis. Vascular disease of the kind that 
produces hypertension certainly runs in fam- 
ilies. So even though this statement is about 
Bright’s disease I think this family history has 
some bearing, which is rather rare in eases here. 
The family history rarely turns out to be of 
any use. 

We can see the marks of the questions asked 
as they got this history. They think a man 
with hypertension ought to have nosebleeds. 
They ask him about nosebleeds. They think he 
ought to have headaches. They ask him about 
headaches. And they get them. 

‘*A left renal or ureteral stone.’’ Consider- 
able study on somebody’s part is needed to make 
such a diagnosis, although it is of course a per- 
feetly possible diagnosis. 

A good many of us have had breathlessness 
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nd 
means much. ‘‘Palpitation following severe ex- 


ertion’’ again does not seem to mean much. 


NOTES ON THE PHYSICAL EXAMINATION 


What is the difference between brawny edema 
and soft edema? Brawny edema means worse 
and more of it. If we watch edema come, it is 
first soft, then the tissues get more and more 
stuffed with the fluid and so harder and harder. 
Brawny means extreme, then. 

The apex impulse of the heart was not felt, 
presumably because of the shape of the chest. 
There is no evidence by percussion that the 
heart is enlarged. ‘‘ Aortic second sound barely 
heard.” That is very surprising, because the 
sort of disease we are thinking of produces a 
very sharp, clear aortic second. 

The P wave is the important thing in this 
electrocardiogram. Certain variations in the 
P wave are very important as evidence of myo- 
cardial damage. 

We have the clinical evidence of fluid in the 
chest as part of his general dropsy. We are 
not quite sure whether he had ascites or not, 
but probably he did. 

The dullness below the right costal margin 
can probably be assumed to be due to the liver. 

Hyperesthesia of the soles of the feet is not 
a symptom of anything that I know. Limited 
motion of the knees does not mean much at his 
age. Many healthy men have it. 

The examination of the fundi is rather sur- 
prising. One would expect more change. 

The gravity of the urine shows that he has 
no hyposthenuria, that inability to concentrate 
urine which goes so often with chronic nephritis. 
He can concentrate. There is no good evidence, 
I should say, of kidney disease. We can easily 
have a renal function as low as this with per- 
fectly functioning kidneys. We have had such 
a figure here in many cases which at post mor- 
tem were found to have normal kidneys. Many 
books have given the normal much too high, so 
that I emphasize this. 

I cannot see anything important in this blood 
examination. Unless they measured the cells I 
cannot attach significance to that macrocytosis. 
Macrocytosis generally goes with pernicious 
anemia,.rarely goes with anything else. 

The non-protein nitrogen is a little high, but 
not high enough to be called abnormal. 

The blood and urine, I should say, are essen- 
tially normal. 


This is not a good X-ray plate, presumably be- 
cause the patient could not hold his breath, had 
to move his chest, and obviously it is not a 
seven-foot plate, which is the only one we can 
be sure of as to the size of the heart. Neverthe- 
less I shall be greatly surprised if we do not 
find that the heart is enlarged. From this plate 
I believe it is, although our percussion does not 
show it. If we cannot feel the apex impulse we 





are never sure of the cardiac size unless we have 
the X-ray. Palpation and X-ray are the only 
reliable methods we have, percussion, as we 
have often seen, being quite unreliable. 

No interpretation is given of the report on 
the lung markings, but my guess is that they 
said what we should say, passive congestion of 
the lungs from hypertrophy of the heart. 
Prominent lung markings come from congestion 
of the lungs, more blood in that part and less 
air; all the rest of the report is natural in such 
a ease as this, i. e., is due to congestion. 

I have long ago given up trying to identify 
murmurs over the tricuspid area. I do not be- 
lieve any human being ean do it. 

He lost twenty pounds of edema, of course. 
‘‘He suddenly became irrational.’’ That se- 
quence of events is quite common. Loss of 
edema in one way or another, by tapping, by 
purgation, by diuretics, is quite often followed 
by mental symptoms. We do not know the 
reason. We conjecture that whatever toxic 
products were previously in the system became 
concentrated by the taking out of all this edema 
which before that kept them diluted and so 
more or less harmless. One always has to bear 
in mind that possibility, the following of men- 
tal symptoms on the quick reduction of edema. 

I can not make anything of those signs on 
February 7. Egophony is one of the most un- 
reliable and useless of signs. If we know per- 
feetly well what we have we can sometimes ver- 
ify it by egophony, but if we have no idea what 
is the matter egophony only throws dust in our 
eyes. I have seen it used to distinguish be- 
tween fluid and solid in the lungs, and it gen- 
erally fails. I mean by egophony a particular 
nasal type of voice heard in a particular place 
in the chest, when the places around it do not 
give that tone. The resemblance to the voice 
of a goat is not striking. 

The patient was in the hospital only about 
two weeks, the average stay, and did very well 
or he would not have been allowed to go out so 
soon. He must have been warned against stair 
climbing. He must have done it contrary to 
advice. I cannot imagine his leaving this hos- 
pital without being warned against that. He is 
now getting towards orthopnea. Presumably 
he had been given digitalis in the hospital and 
had kept on taking it in small quantities. 

Cheyne-Stokes is a new sign, or at least was 
not mentioned before. They should have looked 
for it and presumably did. It is important in 
relation to the prognosis, although it has no 
particular significance in diagnosis. We always 
fear death within a few weeks or months when 
we get Cheyne-Stokes respiration. 

It is ever so much easier to put down these 
percussion measurements after we know by 
X-ray that the heart is good and large. 

I take it there was no alternation. When we 
are looking for that very bad prognostic sign, 
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the best way is in taking the blood pressure to 
see whether all the sounds heard through the 
stethoscope have the same volume, or whether 
every other one is louder. I think that is what 
they are looking for here when they say ‘‘the 
sounds were of uniform quality’’,—that is, the 
sound heard with the stethoscope over the 
artery. 

This blood examination gives the first sign of 
leukocytosis we have had, because the polynu- 
clears were low before. 

Did the temperature go steadily up? 

Miss Patnter: It was 101° at entrance, went 
down to 99°, and then up. 

Dr. Cazot: It was up most of the time then, 
we will judge. Of course we are thinking of 
some terminal infection here, and the tempera- 
ture is important in relation to that. 


DIFFERENTIAL DIAGNOSIS 


Although we have much detail about this 
ease, it all points in one direction. It seems 
like a simple case. If it is not it is not going to 
be our fault. The underlying condition, surely 
we must say, is heart disease. What kind of 
heart disease? Think of the four types of heart 
disease,—rheumatie, syphilitic, hypertensive, 
coronary. There is no evidence of coronary or 
of rheumatic, or of syphilitic except one Was- 
sermann,—no good evidence. Hypertension is 
certain because he has that high blood pressure 
and because there is nothing else to cause it. 
Merely the finding of high blood pressure does 
not prove heart disease. We can have it from 
brain disease. But we have no evidence of 
brain disease. So hypertension plus the absence 
of evidence of any other cause for it means 
hypertensive heart disease. That means that 
the heart ought to be hypertrophied and di- 
lated. There should be a certain amount of 
arteriosclerosis, passive congestion of his lungs 
and liver, hydrothorax and ascites. 


All of that we need not diseuss. The ques- 
tion is of terminal infection and of the possible 
connection of that with the musical systolic 
murmur which was heard the first time he was 
here, and with the questionable systolic thrill 
felt the second time he was here. Both of those 
things suggest acute endocarditis, acute vegeta- 
tions. But they do not prove it in any way, and 
it is very difficult to make that diagnosis unless 
one has help from embolism and blood culture. 
We have nothing to suggest either embolism or 
an infection of the blood: stream, so we may 
guess at the existence of an acute vegetative 
endocarditis, but we cannot go further. As to 
other terminal infections, there is nothing to 
give us a clue. The commonest is pneumonia, 
and pneumonia without any signs would be the 
first thing to think of. The second commonest 
is pericarditis. Pericarditis often comes with- 





out any signs. It is perfectly possible in a case 





like this to find terminal plastic pericarditis 
Acute endocarditis is the third thing I shoul 
think of, and beyond that it is hardly possible 
to make a guess. 

So he ought to have hypertensive heart dis. 
ease with all that goes with that in the way of 
hypertrophy and dilatation and passive conges. 
tion. He has probably, not certainly, some ter. 
minal infection, pneumonia the first, pericardi. 
tis the second, and acute endocarditis the thirg 
possibility. 

A Stupent: Could you say that death was 
caused by pulmonary edema in this case? 

Dr. Casot: No, I do not think I could. He 
has fluid in his chest, but there are many other 
factors in the case, so that one cannot put that 
as the cause of death. I should say his death 
was probably due to a combination of passive 
congestion (in the lungs and elsewhere) and 
infection, which often weakens the heart. 

A Srupent: What are the possibilities of 
myocarditis ? 

Dr. Casot: They are perfectly good. But 
we cannot make a diagnosis except on the basis 
of electrocardiographie evidence, which is sug- 
gestive but not conclusive here, or on evidence 
of ecardiae infarction which ordinarily comes 
with fibrous myocarditis. 

A Strupent: Don’t you think that with ar. 
teriosclerosis and hypertension there would be 
apt to be some kidney involvement? 

Dr. Casot: I do not think there is going to 
be any nephritis. That line between renal 
arteriosclerosis and nephritis is one that patholo- 
gists do not all draw in the same place, and the 
same pathologist does not draw it in the same 
place all the time. I think this case will show 
arteriosclerosis in the kidneys as it will else- 
where, but not the particular changes in the 
smaller arteries that should go with vascular 
nephritis. 

A Strupent: What other signs would you 
require for nephritis? 

Dr. Casot: In the first place fixed gravity 
of the urine, in the second place high retention 
products in the blood. We have not either of 
those, and those are the two most important 
things that I know. 

A Stupent: A certain physiologist says that 
a person never dies of disease of the heart 
valves, but of myocardial failure. It is certain- 
ly true that myocardial failure means that the 
heart stops. How do clinicians look on that? 

Dr. Casot: I think clinicians think it is just 
a quibble over terms. In some of the nursery 
rhymes one hears of dying from want of breath, 
and so one hears of myocardial failure in the 
sense of the heart’s stopping. But in many 
eases of heart disease the myocardium is in 
splendid condition after death, macroscopically 
and microscopically, so we have no evidence of 
death from myocarditis. If one says he died 
of a tired heart, yes; many people die of tired 
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hearts. But I do not like to put that into a 
ist of diseases. ; 

ai SrupentT: Is not the hypertrophied and 
dilated heart of hypertension called myocar- 
itis ? ; 

«* Casor: It is, but it should not be so 
called. Hypertension usually goes with a big, 
peefy heart, but often without any myocarditis. 
Nevertheless it has been called myocarditis by 
some teachers of this school. 


INTERPRETATION OF X-RAY 


The findings suggest generalized enlargement 
of the heart, arteriosclerosis and chronic pas- 
sive congestion. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Hypertensive and arteriosclerotic heart dis- 
ease with decompensation. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Primary hypertension. 

Hypertensive heart disease. 

Hypertrophy and dilatation of the heart. 
Arteriosclerosis. 

Arteriosclerosis of the kidneys. 

Chronic passive congestion of the lungs and 


liver. 
Hydrothorax. 
Ascites. 
Terminal infection—(1) pneumonia, (2) 


pericarditis or (3) acute vegetative en- 
docarditis. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Arteriosclerosis (arteriolar) with arterio- 


sclerotic nephritis. 
2. Secondary or terminal lesions. 


Hypertrophy of the heart. 
Fibrinous pericarditis (slight). 
Bronchopneumonia. 

Central necrosis of the liver. 
Chronic passive congestion. 


Dr. Joun Braptey: The pathological find- 
ings serve to confirm the clinical deductions. 

The immediate cause of death was the heart. 
It weighed 590 grams. Both ventricles were 
greatly hypertrophied and considerably dilated. 
There were atheromatous plaques on the mitral 
valve, but no suggestions of a rheumatic lesion, 
a slight degree of calcification in the aortic 
cusps, but nothing was found to warrant a diag- 
nosis of any valvular lesion. The tricuspid 
valve was negative. The coronary arteries were 
capacious and the intima normal except for rare 


resulting from cardiac insufficiency. The peri- 
toneal cavity contained about three liters of 
fluid. The left pleural cavity contained nearly 
a liter of clear straw-colored fluid, the right 
pleural cavity being obliterated by adhesions. 
The liver showed chronic passive congestion and 
central necrosis. 

In the kidney, however, the capsules stripped 
with slight difficulty, leaving a finely granular 
surface. The tissue was of unusual firmness, 
and on microscopical examination the smaller 
blood vessels showed intimal thickening and 
hyalin changes in the media. There were many 
groups of sclerosed glomeruli with tubular 
atrophy. The pathologist in this case made a 
diagnosis of arteriosclerotic nephritis with gen- 
eral arteriosclerosis, hypertrophy of the heart, 
central necrosis of the liver, and chronic passive 
congestion. 

Dr. Cabot’s deductions as to terminal infec- 
tion are well borne out. The lungs, in addition 


to deep congestion and edema, showed an early 
bronchopneumonia, and the pericardium a 
slight fibrinous pericarditis. 

Dr. Casot: Of course I do not for a moment 
doubt this to be a definite nephritis and my own 
diagnosis to be wrong. What I will ask you to 
watch for during the year is this: we shall see 
other cases with exactly such a urine as that, 
with all the other facts the same, and the kidney 
called normal post mortem. In other words, I 
do not think we are in possession at this time 
of any clinical data that will enable us to rec- 
ognize this type of nephritis. Sometimes we 
recognize it, but it often goes with cases like 
this when there is nothing wrong with the kid- 
ney clinically. 

A STUDENT: 
so little value? 

Dr. Cazot: Because of so many other fac- 
tors besides the kidney in it, the difficulty of 
circulation for instance. This is a test where 
we inject something subcutaneously. <A_ block 
in the kidney is only one place in which it can 
be retained. The metabolism, the rate of in- 
filtration through the tissues, makes all the dif- 
ference. For a good while I used to think that 
fifteen per cent was rather dangerous until I 
had seen so many eases with a function as low 
as that or even lower with the kidney found 
normal. Of course I do not think we ever get 
anything like that in health. It is always in 
sick people, but not always in nephrities. 

As long as the question of myocarditis was 


Why is the functional test of 





atheromatous patches. The aorta showed 4a 
relatively slight degree of sclerosis. 
The other organs showed the usual changes 


iw I have asked Dr. Bradley about it. He 


says there was no myocarditis. 
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CASE 14432 


HOW LONG IS AN APPARENTLY CURED 
STREPTOCOCCUS SEPSIS STILL DAN- 
GEROUS? 


SurGicaL DEPARTMENT 


A married New England woman thirty-three 
years old entered through the Emergency Ward 
July 28 complaining of pain in the right upper 
quadrant with chills and fever. 

Two months before admission she had a 
cesarean section at a hospital. A week later the 
abdominal wound separated. Two days after 
the resuture she had a severe chill and for the 
next few days ran a fever. At the end of two 
weeks she was discharged from the hospital. 
The abdominal wound healed well. After two 
weeks at home she felt quite well and began to 
work about the house. Two weeks later she had 
a chill followed by intermittent fever and had 
to go to bed. Three days before admission she 
began to have sharp non-radiating pain in the 
right upper quadrant. 

No family history or past history was ob- 
tained. 

Clinical examination showed a well nour- 
ished woman, acutely ill, complaining of sharp 
pain in the right upper quadrant with chills 
and a rectal temperature of 103°. Her eyes 
were supken. The skin was moist and pale. 
The tongue was dry. The heart was not en- 
larged. The rate was rapid. The sounds were 
forceful and of poor quality. The lungs were 
clear. The diaphragm was high on the right at 
the third interspace and fixed. There was ex- 
treme tenderness in the right upper quadrant. 
The liver edge was 5 centimeters below the cos- 
tal margin in the right midelavicular line. Pel- 
vie examination showed the cervix somewhat 
fixed. The fundus was not freely movable. 
There were tenderness and induration in both 
broad ligaments, especially on the right. 

No laboratory work is recorded. 

Before operation temperature 103°, pulse 120, 
respirations 35. 

The patient was sent to the ward too ill for 
immediate operation. That night operation was 
done. The patient was in a critical condition 
and failed rapidly. The pulse was 152, the 
respirations 40, labored, with practically no 
aeration in the right chest. An hour after 
operation she died. 


DiscussION 
BY EDWARD L. YOUNG, JR., M.D. 
We do occasionally see fever following re- 
suture of wounds that break down. It sounds 
as if this wound reunited with the suture and 


she had no more fever than should be expected. 
I have been asked at various times to see pa- 


an obstetrician, either after a normal deliye 
or a cesarean, and always to see if the cause of 
temperature was not elsewhere than in the pel. 
vis. It has been impressed upon me more and 
more that it is like the ‘‘cold’’ that the patien, 
used to get in the hospital. When Dr. Maurice 
Richardson used to make his rounds a house 
officer would occasionally say, ‘‘Dr. Richardson 
the patient apparently has a cold’’. His reply 
was always to the effect that the cold would be 
cured if some sepsis was drained, and he was 
generally right. In other words the burden of 
proof is on the operator and the operation or is 
on the obstetrician, and the pelvis has to be 
under suspicion until it is definitely proved in. 
nocent either by another focus being found or 
another infection showing itself. Here we have 
possible cause for trouble. The commonest of 
puerperal infecting organisms I should say is 
the streptococcus hemolyticus. It is true that 
streptococcus can be latent for some time. It is 
the organism that we are afraid of when we 
know it has been present, and the need of opera- 
tion comes within a short time after its presence 
in the body. . 


The wound opened and had to be resutured, 
and she did have evidence of infection. It is 
true she had two weeks of fairly good condi- 
tion; but then she had intermittent fever last- 
ing until she came to the hospital. We have 
very little to go on except the evidence of a very 
sick woman. There is extreme tenderness in 
the right upper quadrant, sunken eyes, dried 
tongue. Of course the suggestion is that there 
is sepsis, either above the liver as a subdia- 
phragmatie abscess or possibly a liver abscess. 
There is no evidence as they give it here of the 
mild jaundice that is so likely to be present with 
a pylephlebitis. It seems to me more likely that 
the sepsis is above the liver than that it is in it. 
We have the evidence by pelvic examination 
that all is not right there. Two months after a 
cesarean operation the cervix should not be 
fixed and there shouid not be tenderness and in- 
duration in both broad ligaments, especially on 
the right. 

The question comes of preparation of a pa- 
tient as sick as that for operation. Immediate 
operation on that type of patient will often 
result fatally, when delay to give time for the 
use of subpectoral saline or intravenous saline 
or glucose or both, to restore the fluids of the 
body and to add carbohydrate to lessen the risk 
of acidosis, and then operation six, twelve or 
twenty-four hours later will give good results. 
Why they should have felt obliged to operate 
that night I do not know. I assume the patient 
got rapidly worse and the question came up as to 
what to do. 

It seems to me that the pelvis can be ruled 
out as the cause of this immediate very serious 
condition. We often see patients with a very 





tients in other hospitals following handling by 


extensive pelvic sepsis who are not so sick as 
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this. We have every evidence that the sepsis 
is in or near the liver, where we do get the 
source of severe toxemia, severe prostration 
such as this woman had. 

Of course general anesthesia should not be 
considered. Morphia and local anesthesia 


should be used. 

This is one of the cases where the examina- 
tion of the patient herself will tell us more than 
we can possibly get from the record as to just 


where to go. 

A SURGEON : 
fusion? 

Dr. Youne: Transfusion might be worth 
while later; but the use of transfusion I believe 
is of very little benefit in sepsis except where 
the sepsis has so reduced the patient that he is 
anemic. It will then tide him over, give him a 
chance to get a grip on the situation. In case 
of loss of blood from any cause, yes, transfusion. 
In acute sepsis, no. 

A Surceon: Why not merecurochrome? 


Dr. Youna: Because I do not think it is 
worth anything in intravenous therapy in sep- 
sis. I have never seen a case that I thought 
was cured by it. I have seen eases of strepto- 
eoceus hemolytic infection where there was a 
remission following its use, but I have never 
seen any more get well with mercurochrome 
than I have seen get well of themselves. I can- 
not prove that it is not worth anything. But I 
would not let anyone put any mercurochrome 
into me. 


How about the use of trans- 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Abseess in or near the liver, probably sub- 
diaphragmatie. 


OPERATION 


The patient was moribund when the opera- 
tion was begun. 

Local novoeain. Incision between the eleventh 
and twelfth ribs on the right through the dia- 
phragm into the subdiaphragmatie abscess. 
About a pint of pus was evacuated. In so do- 
ing the costophrenic sinus was entered. A rub- 
ber tube was inserted for drainage. The pleural 
cavity was undoubtedly infected. The lung 
8 partially collapsed at the end of the opera- 
ion. 


FurTHER Discussion 


I do not know whether the pleura was in- 
fected before they went in or whether they in- 
fected it. 


in the majority of cases without going through 
the diaphragm. 
A SURGEON : 
wound come in? 
Dr. Youne: The burden of suspicion is al- 
ways on the man who makes the first break into 
the integrity of the body. 


Where did the infection of the 


BACTERIOLOGICAL REPORTS 


Blood culture: no growth. 
Pus from subphreniec abscess: no growth. 
Heart’s blood: no growth. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


Subdiaphragmatie abscess. 
Septicemia. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Subdiaphragmatie abscess. 
- Aeute pleuritis. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Liver abscess. 
2. Secondary or terminal lesions. 


Diffuse fibrous myocarditis. 
Hemorrhagic necrosis of adrenals. 
Parenchymatous degeneration of kidneys. 


Dr. Tracy B. Mautory: This abscess, I be- 
lieve, was in the liver rather than purely be- 
neath the diaphragm. Although the subdia- 
phragmatic space had been drained, as you 
heard from the report, and a large amount of 
pus evacuated, there was a still larger abscess 
containing well over a liter of pus still left 
within the liver itself. Pus was found in the 
pleural cavity. I think that had unquestionably 
been introduced during the operation, since 
there was no evidence whatever of reaction. 
The pleural surfaces were smooth and glisten- 
ing. I am quite sure that it had not been in- 
fected before operation. 

There was very little found in the pelvic or- 
gans to suggest the origin of the process. There 
were a few firm old adhesions between the 
uterus and the sigmoid, but we found no evi- 
dence of recent sepsis there. 

A Surcreon: Assuming that organisms got in 
at the time of the breaking down of the wound 
and resuture, is that the type of infection that 
might have gone up into the liver? A cesarean 
incision presumably would be a natural source? 

Dr. Mauuory: I think that is the most prob- 
able origin. 





The reason I spoke of the operation I did is 
that you can reach a subdiaphragmatie abscess 


Dr. Casot: It was not a pylephlebitis? 
Dr. Mautory: No. It was a big single ab- 
' seess. 
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INTUSSUSCEPTION OF THE BOWEL 
INTO THE STOMACH AFTER GASTRO- 
ENTEROSTOMY 


GASTRO-ENTEROSTOMY has been used for nearly 
fifty years in the treatment of peptic ulcer. It 
is fortunate that the serious complication de- 
scribed in this issue of the JOURNAL is so rare; 
only 15 previous cases were found in the litera- 
ture and only one previous similar case has been 
reported in this country. The condition pre- 
sents an unhappy combination in which early 
diagnosis is the only way to save the patient’s 
life and in which the diagnosis in the past has 
usually been wrong. 

The condition usually develops years after 
the operation and its etiology is somewhat ob- 
scure. Peristalsis in the small intestine is nor- 
mally downward and descending invagination is 
easy to understand. In most of the reported 
eases the intussusception was ascending or 
retrograde in the jejunum and probably began 
well below the gastro-enterostomy opening and 
the passage of the jejunum into the stomach 
was a late stage of the process. It is conceiv- 


. . a 
nation may be found in spasm or contraction 


the duodenum or jejunum due to irritation a. 
sociated with vomiting and reversed peristalsis 

The prominent symptoms are epigastric Dain 
and hematemesis, occasionally an epigastric ty, 
mor may be felt. The roentgen examination jy 
one case gave a striking and characteristic Die. 
ture. 

The difficulties in diagnosis are considerable 
The condition is so rare and almost unheard of 
that it is not even considered in diagnosis. The 
combination of hematemesis and intestinal ob. 
struction is unusual and misleading. If a pa. 
tient who has had a previous ulcer vomits blood, 
we naturally think of a recurrence of the ulcer. 
The abdomiral tumor may be missed because of 
a natural desire to let a vomiting, bleeding pa. 
tient alone for a few days. 

The patient’s life depends, however, on an 
early recognition of the actual condition, or at 
least on the discovery of high intestinal obstrue- 
tion. To simply diagnose some type of gastric 
hemorrhage and to treat it medically has proved 
invariably fatal. The mortality in the whole 
reported group has been 50%, and all those not 
operated upon have died. 

The authors suggest as aids in diagnosis to 
remember the possibility of this rare condition, 
to look carefully for abdominal tumor in spite 
of the presence of bleeding, to consider the type 
of vomiting and perhaps to use the roentgen 
ray. 





ARE DOCTORS ‘‘NECESSARIES 
OF LIFE’’? 


Tue front page publicity recently given by 
one of Boston’s newspapers to the subject of 
doctors’ fees provides an opportunity for com- 
ment which the editors of this JoURNAL cannot 
let pass. The physicians of Arlington and Lex- 
ington, it appears, have agreed upon a schedule 
of fees; it is expressly stated that ‘‘such deduc- 
tions may be made as charity may require and 
such additions as the peculiar circumstances of 
a case may justify.’’ A resident of Lexington 
has taken exception to the rate table in question 
and has laid his complaint before the State Com- 
mission on Neeessaries of Life. The commission, 
although admitting that medical services can 
hardly be included among the ‘‘commodities’’ re- 
ferred to by the statute under which it fune- 
tions, appears to be quite concerned over the 
situation and has referred the question to the 
secretary of the state board of registration in 
medicine. The commission reports furthermore 
that a complaint has been received regarding 
a similar-fee table established by Haverhill phy- 
sicians, and says that ‘‘an investigation will 
be made.”’ 

There seem to be two points at issue. First, 
have the members of the local medical profes- 





able that the cause of such an ascending invagi- 


sion the right to establish uniform rates? See- 
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ond, are the rates so established unjust? The 
chairman of the commission on necessaries of 


life, in his letter to Secretary Vaughan of the 
board of registration, says: 


“From my observations it seems that the public 
has always vigorously opposed price-fixing and 
monopolistic conditions, except where a benevolent 
monopoly exists, and this is probably the reason of 
much public clamor and demand for increasing gov- 
ernmental intervention into private business af- 
fected or thought to be affected by these condi- 
tions.” 

The article in which the above quotation ap- 
pears concludes with this apparently inspired 
statement of the commission’s attitude on this 
question : 

“The commission feels, however, that the moral 
obligation on the part of physicians to a community 
will insure the co-dperation of all persons in this 
profession in any investigation which may be un- 
dertaken. If the doctors in various municipalities 
are organizing for a purpose of controlling fees, the 
commission believes that the complete facts should 
be presented to the public. It further believes that 
public opinion will prevent situations which might 
be a reflection on the medical profession generally.” 


In our opinion the commission has gone off 
at half-cock. The chairman shows a lamentable 
ignorance of the fundamentals of medical prac- 
tise when he implies that the establishment of a 
fee schedule is an attempt to hold up the pub- 
lic. He should realize that whether or not such 
a schedule has been officially endorsed, there has 
always been a tendency among the physicians 
of a community to charge approximately the 
same fee for similar services. 
competitive bidding for practise by means of 
cutting prices has had no place in the economics 
of medicine, nor would it be desirable for this 
to be a factor in influencing the public in the 
choice of a physician. Such competition would 
lead to consequences almost as bad as those of 
fee-splitting. 

The implication that the physicians of Arling- 
ton and Lexington have entered into an agree- 
ment to ‘‘control fees’’ and to form a monopoly 
is sO unjust as to merit a stern rebuke. The 
board of registration in medicine, to whom this 
problem, if there is one, properly belongs, has 
expressed the opinion that ‘‘there is nothing 
wrong in this action’’ (the establishment of a 
rate table). This board has the power to inves- 
tigate cases of alleged overcharging, and to sus- 
pend or revoke the licenses to practise of phy- 
sicians found guilty of improper conduct. 

We can see no possible objection to the estab- 
lishment by the local profession of a schedule 
of fees; such a schedule exists tacitly anyway, 
and the adoption of a definite schedule simply 
means that representative medical men have 
discussed the matter and agreed upon a charge 
which seems to them just. Anyone who knows 


the type of man who is practising medicine in 
Arlington, Lexington and Haverhill can believe 
nothing else. 


The element of! 





As regards the second point—the justice of 
the particular fee table in question*—one who 
is conversant with the cost of medical education 
and the ‘‘overhead expenses’’ of a doctor who 
makes any effort to keep up with current prog- 
ress will not find the charges excessive; it is 
to be remembered that the purchasing power 
of the dollar today is only 63% of its purchas- 
ing power in 1914. No doctor expects that all 
of his patients can pay even on this basis, nor 
will he ask them to if their circumstances will 
not allow them to do so. Some sort of standard 
fee must be established, and the rates set forth 
in this schedule are those which must be charged 
in the majority of cases if a doctor would gath- 
er sufficient income to enable him to live as he 
is expected to live, to educate his children in a 
manner befitting the children of a member of a 
profession, and to keep his equipment, both 
mental and physical, in fit condition to meet 
the arduous demands of his professional activi- 
ties. 

It is probably a fact that the average visit of 
the plumber costs fully as much as the visit of 
the physician; the skilled laborer, earning from 
60 to 70 dollars a week, makes at that rate from 
3000 to 3500 dollars a year. Surely the doctor, 
with his years spent in gaining his experience, 
his heavy responsibility and his constant atten- 
tion to his practise, is entitled to at least three 
times that amount. 

We freely acknowledge the responsibility of 
the physician to the public; his education is 
largely paid for by endowments and his train- 
ing is acquired in public hospitals. But we 
maintain that no profession has a more pro- 
found sense of its responsibility than has the 
medical profession, and we believe that the Com- 
mission on the Necessaries of Life, aside from 
exceeding its authority in this matter, has 
brought a most unjust and ill-advised accusa- 
tion against the physicians of Massachusetts. 


*“Wor each day visit, in cases of ordinary attendance, $4; 
for each visit after 5 P. M. and before 9 P. M., $5; for a visit 
in consultation, $10; for a visit after 9 P. M. and before 8 
A. M., $5 to $10; for an office call, or advice by letter or tele- 
phone, $3; for attendance during labor, $50; for major opera- 
tions, $100 to $500; for minor operations, $10 to $100. 

“Prenatal care and visits after confinement or operation shall 
be charged for as in cases of ordinary attendance. 

“Additional fees may be charged for laboratory tests, x-ray 
examinations, and other special diagnostic procedures, or when 
extra time is spent in travel or detention. 

“Such deductions may be made as charity may require and 
such additions as the peculiar circumstances of a case may 
justify.” 





STERILIZATION OF DEFECTIVES 


THE appalling increase in mental deficiency 
throughout the civilized world has caused the 
question of compulsory sterilization of defectives 
to be brought up from time to time. Such a 
procedure has of course its ardent proponents 
and its bitter opponents—those who see in it one 
means for improving the calibre of the human 
race, and those who view it as an infringement 
of the rights of the individual. 
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Actually twenty-one states have laws which 
provide for sterilization, compulsory if neces- 
sary, nine others have tried to pass them in the 
past year and seven more have passed such 
legislation which has been declared unconstitu- 
tional. The manner in which California’s law 
has worked is described by Maynard Shipley in 
The American Mercury. 

The first sterilization law, which authorized 
the superintendent of the State Home and su- 
perintendents of hospitals for the insane to per- 
form on inmates, before release, ‘‘an operation 
which would prevent parenthood’’, was passed 
in 1909. As amended in 1919 the act provides 
that any person committed to a State hospital 
for the insane, or to the Sonoma State House, 
‘‘who is afflicted with mental disease which may 
have been inherited and is likely to be trans- 
mitted to descendants’’, may, in the discretion 
of the State Commission in Lunacy, after in- 
vestigation, be asexualized before release or dis- 
charge. 

There had been in all up to January, 1928, 
5,820 eugenic sterilizations in California out of 
a total of 8,515 in the country. The total num- 
ber of persons liable to sterilization under the 
law in California, however, probably runs into 
the tens of thousands, for it is estimated that 
there are more than 20,000 feeble minded indi- 
viduals in the State, the majority of whom are 
not in the over-crowded State institutions but 
are mixed with the general population, busily 
engaged in reproducing their kind. 

Recently charitable institutions, parole officers 
and social workers were questionnaired in an ef- 
fort to determine if the fact of sterilization had 
given rise to resentment or to impairment of 
character in the individuals, and from answers 
covering 1,094 cases only one in the affirmative 
was received. As a matter of fact, Dr. Fred P. 
Clark, Medical Superintendent of the Stockton 
State Hospital for the Insane, has stated that 
many male patients have been improved both 
mentally and physically by vasectomy, in such 
striking degree that other male patients in the 
hospital have requested the operation. 

Sterilization of mental defectives seems, on 
first thought, like taking decided liberties with 
the individual. Viewed as a public health 
measure, however, it becomes apparent that it 
is a practical method of reducing the incidence 
of defectiveness and eventually preventing fur- 
ther deterioration of the race. It is more hu- 
mane and practical than permanent segregation 
of the individual, it is simple and it is effective. 
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CAMPAIGN PROGRESS 


THE second report meeting was held on Tues- 
day, December 4, at the Harvard Club. Addi- 
tional gifts brought the total to $68,723. 


During the week Dr. Bartol accompanied by 
Mr. Kent, the Campaign Director, attended the 
meetings of the Essex South and Norfolk South 
District Medical Societies. Dr. Bartol spoke 
briefly at each meeting on the reasons for the 
campaign. — 


Not only is the. Library so congested with 
useful material that inereased facilities are im- 
peratively needed, but it has plans for greatly 
enlarging the service outside of Boston. The 
name Boston Medical Library is too restricted 
for the actual range of its work. 


The establishment of branch libraries in hos- 
pitals or other places convenient for members 
of the profession waits only upon necessary 
funds. <A reference librarian has been added 
to the staff, and preparation of bibliographic 
indexes and bulletins is to be extended. 


Mr. Kent outlined briefly the participation in 
the campaign which it is hoped will be taken 
by the district societies. Organization outside 
Boston is planned for late January, when it is 
expected that the Boston quota will have been 
raised. Preliminary steps for this are now be- 
ing taken. On December 12, representatives of 
the campaign will visit the Hampshire District 
meeting at Northampton, and the Worcester 
District at Worcester. 


At both meetings attended this week, there 
were evident signs of interest in the campaign, 
and while no action of the societies was sought, 
individual promises of assistance were re- 





ceived. With the active co-dperation of physi- 
sians throughout the State, success in reaching 
che objective may be confidently anticipated. 


——_—e 


MASSACHUSETTS LEGISLATIVE 
NOTES 








BILLS TO BE PRESENTED TO THE 
LEGISLATURE 


The Commonwealth of Massachusetts 


In the Year One Thousand Nine Hundred and 
Twenty-nine 


An Act Relative to the Sale of Milk 


Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 


Section 1. Chapter ninety-four of the General 
Laws is hereby amended by inserting after section 
twenty-two the following new sections:— 


Section 22A. Whoever, himself or by his servant 
or agent, sells, exchanges or delivers, or has in his 
custody or possession with intent so to do, milk 
drawn from a cow, unless such cow has been tested 
within a period of one year by a tuberculin test, 
approved by the director of animal industry, and has 
been found not to react thereto, shall be punished 
for the first offense by a fine of not less than twenty- 
five dollars nor more than one hundred dollars, for 
the second offense by a fine of not less than fifty dol- 
lars nor more than two hundred dollars, and for a 
subsequent offense by a fine of fifty dollars and by 
imprisonment for not less than two nor more than 
three months. This section shall not apply to milk 
delivered or intended to be delivered for pasteuriza- 
tion nor to pasteurized milk as defined in section one, 
nor to milk from producers whose application is 
on file with the division of animal industry for an 
official test under the provisions of chapter three 
hundred and fifty-three of the acts of nineteen hun- 
dred and twenty-two. 


This section shall take effect in towns having a 
population of twenty thousand or more on the first 
day of January, nineteen hundred and thirty; in 
towns having a population of more than ten thou- 
sand but less than twenty thousand it shall take effect 
on the first day of January, nineteen hundred and 
thirty-one; and in towns having a population of more 
than five thousand but less than ten thousand it shall 
take effect on the first day of January, nineteen hun- 
dred and thirty-two. This act shall apply to any 
town upon acceptance at a town meeting. 


Section 22B. No person selling two hundred quarts 
or more of milk per day at retail shall sell, exchange 
or deliver or have in his custody or possession with 
intent so to do, any milk which has not been pas- 
teurized as described in section one or which has not 
been certified as provided by section twenty-three of 
chapter one hundred and eighty (of the General 
Laws as amended by chapter two hundred and fifty- 
two of the acts of nineteen hundred and twenty- 
three.) Whoever violates the provisions of this sec- 
tion shall be punished for the first offence by a fine 
of not more than fifty dollars and for subsequent 
offences by a fine of not less than fifty dollars nor 
more than three hundred dollars. 
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The Commonwealth of Massachusetts 


In the Year One Thousand Nine Hundred and 
Twenty-nine 


An Act Authorizing the Department of Public Health 
to Make Regulations for the Inspection, Handling, 
Storage and Sale of Game, Poultry and Certain 
Meat Intended for Food Purposes 


Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Section 1. Chapter ninety-four of the General 
Laws is hereby amended by inserting after section 
one hundred and forty-seven the following new sec- 
tion:—Section 147A. The department of public health 
may make regulations for the inspection of game, 
poultry and meat other than that of cattle, sheep or 
swine, intended for food purposes, and as to the 
conditions under which such game, poultry and meat 
may be handled, stored or sold. Whoever violates 
any such regulation shall be punished by a fine of not 
more than fifty dollars. 





EXPLANATIONS OF THE ABOVE BILLS BY THE DEPART- 


MENT OF PuBLIC HEALTH OF MASSACHUSETTS 


A Milk Bill 


As the only feasible means of preventing a repeti- 
tion of the calamitous epidemic of septic sore throat 
which visited Massachusetts last summer, sickening 
1,000 persons in a town of 4,000 and killing 43, the 
Department is introducing a bill which requires that 
all dealers handling two hundred quarts of milk or 
more shall have that milk either pasteurized or cer- 
tified. Apparatus can now be bought that will ade- 
quately pasteurize as small an amount as two hun- 
dred quarts. While it is true that smaller amounts 
may infect, they cannot infect in any such wholesale 
way and it is not felt at this time that the smaller 
dealers can economically be required to pasteurize. 
However, for the protection of the public health the 
Department recommends that all persons insist on 
pasteurized milk or that they boil it in the home. 
We would point out that a raw milk that can under- 
bid a pasteurized milk is not a safe milk. We would 
also point out that the above requirement applies 
to all milk sold in Boston beginning with the new 
year and we wish to commend the Boston Health 
Department for its stand on this matter. 

The Department wishes to reaffirm its stand that 
a satisfactory milk supply depends on healthy cattle 
and adequate inspection of methods of handling as 
well as adequate pasteurization. The section above 
referred to is added to the bill which the Department 
has introduced annually for three years requiring 
that ultimately all milk sold within the Common- 
wealth should be either pasteurized or from non- 
tuberculous cattle. Those who oppose the Depart- 
ment’s stand on pasteurized milk claim that they 
favor this part of the bill, yet they seem strangely 
absent when it has been heard in the past. Tuber- 
culosis spread by milk killed over one hundred per- 
sons last year in this State, as well as filling the 
Lakeville State Sanatorium and other hospitals for 
cripples. This must stop! 

Legislation to improve genéral milk inspection we 
hope will be introduced by others. But in re-émpha- 
sizing the health importance of pasteurization we 
would remind the public that last summer there were 
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also outbreaks of scarlet fever and typhoid fey 
traced to raw milk. . 


Regulation of the Inspection of Certain Meats 


Tularemia is a prevalent disease with a Mortality 
of four per cent. which is spread by infecteq Tab- 
bits. It has been found in all parts of the country 
except New England. Dead rabbits are brought into 
our markets from the west. Some of these are Un 
doubtedly infected and will infect those handling 
the carcasses before cooking. A limited refrigerg. 
tion will prevent this. We ask authority to require 
such refrigeration by regulation. The problem of 
the infected living rabbit brought in for restocking 
or other purposes will be handled by the Department 
of Conservation. 

Representatives of the New England States ang 
New York met to discuss this matter and voted that 
where such authority did not at present exist it 
should be asked. It does not at present exist in 
Massachusetts. 


Amending the Pure Food Law 


This amendment is aimed to make enforcement 
of the pure food law more adequate in the State. 
In certain’ instances evasion on technicalities has 
been possible. 


Allowing Expenditures for Public Health Education 


The Attorney General’s office pointed out this year 
that while the basic law defining the duties of the 
Department of Public Health directed that it “gather 
such information— . . as it considers proper for 
diffusion among the people” it did not direct that 
the same be diffused. This might suggest that all 
public health education by the Department is illegal. 
As obviously it is improper to spend the people's 
money to inform only ourselves and to fill our files 
we ask that the words “and disseminate” be included. 


—_— 


CORRESPONDENCE 


OPPOSITION TO THE BILL TO REQUIRE 
ANNUAL REGISTRATION 
OF PHYSICIANS 





76 Church Street, Winchester, Mass. 
THE NEW ENGLAND JOURNAL OF MEDICINE, 
Dr. Walter P. Bowers, Managing Editor, 
126 Mass. Ave., Boston. 
Dear Doctor: 

We feel that the report of the vote of the Middle- 
sex East District Medical Society which follows and 
the letter to the State Board of Registration which is 
enclosed should be published upon the same page 
if possible. 


The physicians of the Middlesex East Dis- 
trict Medical Society met in their respective 
cities and towns, namely Wakefield, Melrose, 
Stoneham, Woburn, Wilmington and Win- 
chester to determine the attitude of the So- 
ciety toward the bill preposed by the State 
Board of Registration amending Sect. 1, 
Chapter 112 of the General Laws and en- 
titled “An Act Providing for an Annual 
Record of Physicians Practicing in this Com- 
monwealth and the Publication of Lists of 
Their Names and Addresses”. 
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Fifty-six’ members were~ present,—an’ ex-:: 
ceptionally large attendance for this District. 
Society and approximatély two-thirds of the 
‘active membership. Of these fifty-five voted 
against the proposed bill. ‘One vote was cast 
in its support. The objections are set forth 
below in a copy of a letter to the Secretary 
of the State Board of Registration. 


Yours very truly, 
. ALLAN R. CUNNINGHAM, 
Secretary Middlesex East District Medical Society. 


December 7, 1928. 





76 Church Street, Winchester, Mass. 


Mass. Board of Registration in Medicine, 
State House, Boston. 

Dr. Frank M. Vaughan, Secretary. 

Dear Doctor: ; 

Those of us in the Middlesex East District of the 
Massachusetts Medical Society who received your 
letters describing the legislation proposed by the 
State Board of Registration were doubtful of- its 
acceptability to‘ the members of our Society. We 
therefore brought the matter before special local 
meetings in Wakefield, Melrose, Stoneham, Woburn, 
Reading, and Winchester and found, as stated above, 
that medical sentiment in our District is probably 
unanimously opposed to the bill as it stands. 

In addition to the nuisance to physicians which 
is probably only the least objectionable feature of 
the bill, sentiment seemed to be that no physician 
who has ‘honestly obtained his license to practice 
medicine should be liable to its suspension for so 
trivial a matter as failure to reregister. It is also 
felt that annual registration would furnish little 
information additional to what the Board already 
has. We do not understand why lists and supple- 
mentary lists cannot be published as proposed from 
records which the Board already has. Doubtless the 
physicians of the State would be quite willing to be 
assessed $12000 if they felt that either they or the 
public would receive commensurate benefit but in 
the judgment of those who attended these meetings 
there is nothing in the proposed bill to convince them 
that any benefit will result. 

Yours very truly, 
ALLAN R. CUNNINGHAM, 
Secretary Middlesex East District Medical Society. 


December 7, 1928. 





RESIGNATION OF DR. CHAMPION AND THE 
_ APPOINTMENT OF DR. DIEZ 
The Commonwealth of Massachusetts 


Department of Public Health 
State House, Boston 


December 6, 1928. 


~ 


Dr. Walter P. Bowers, Editor 

NEW ENGLAND JOURNAL OF MEDICINE 
126 Massachusetts Avenue 

Boston, Mass. 

My dear Doctor Bowers: , 

May I announce through your columns the resig- 
nation of Dr. Merrill E. Champion as Director of the 
Division of Hygiene? This was accepted by the 
Public Health Council with an expression of appre- 
ciation for the thirteen years of service given by him, 





the first three as District Health Officer and the last 
ten as Director of the Division. When he took this 
position the Division was little more than a library 
and it has developed into the multiple activities now 
associated with this type of work. 

Dr. M. Luise Diez has been appointed to succeed 
Dr. Champion and will begin her work about Jan- 
uary one. I am enclosing a statement of her train- 
ing and experience and it would seem that from her 
private practise as an obstetrician and from her six 
years of association with the New York State De- 
partment of Health we were extremely. fortunate 
to obtain her to direct the further growth of the Di- 
vision of Hygiene. 

Yours truly, 
GEORGE H. BiceLtow, M.D., 
Commissioner of Public Health. 


Dr. Diez’s previous history is as follows: 

Graduated from Women’s Medical College of Penn- 
sylvania at Philadelphia, 1903; interneship at West 
Philadelphia Hospital for Women, 1904. 

General practice of medicine in Philadelphia, 16 
years. 

July, 1904, appointed Assistant in Surgery, Medi- 
cine and Obstetrics at the West Philadelphia Hospi- 
tal; in July, 1909, appointed Associate in Surgery, 
position held until September, 1920. 

November, 1904, Assistant Chief on obstetrical 


service at Woman’s Hospital, Philadelphia; January, . 


1909, to September, 1920, Chief of service. 

Course in Gynecology and Obstetrics at the Frauen 
Klinic, Dresden, Germany, 1908. 

Lecturer to nurses at the Orthopedic Hospital and 
Infirmary for Nervous Diseases, Philadelphia, 1907 
to 1916. 

Assistant Physician on Gynecological and Obstetri- 
cal Services, Philadelphia General Hospital, June, 
1907 to September, 1909. 

Assistant Physician, Butler Hospital, Providence, 
Rhode Island, September, 1920 to July, 1922. 

In 1922 appointed Obstetrician, New York State 
Department of Health; 1926 made Associate Director 
of the Division of Maternity, Infancy and Child Hy- 
giene of the New York State Department of Health. 





HEALTH SURVEY OF CAMBRIDGE IN RELATION 
TO TUBERCULOSIS, BY MURRAY P. HORWOOD, 
PH.D.— CAMBRIDGE ANTITUBERCULOSIS AS- 
SOCIATION, 1928* 


New ENGLAND JOURNAL OF MEDICINE. 
Mr. Editor: 

It gives me pleasure to submit the following com- 
ments on this survey by Dr. Horwood. 

Here is a sample of democracy at work. A new 
function of government is agreed upon, in this in- 
stance the prevention or at least the control of tu- 
berculosis. Public opinion required the Board of 
Health to provide or arrange for certain elementary 
facilities for protection and medical care in 1916. 
Eleven years later volunteer specialized interest in 
tuberculosis seeks evidence as to results. A diag- 
nosis of the community’s favorite communicable dis- 
ease is made. Officers of the city government and 
citizens keenly alert to the significance of the find- 
ings of the public health diagnostician agree upon 
the facts and their publication. 


*This report can be procured for $1.00. 
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Here is their record and their advice. It remains 
for the tax payer to choose between what may be 
and what has been, between investment in applied 
science and a fumbling, stumbling procedure play- 
ing with life and death. 

We are accustomed to the technic of the physician 
at the bedside, the consultant in the hospital ward. 
History; physical; laboratory findings; age; sex; 
height; weight; temperature; pulse; respiration; 
routine blood and urine; basal metabolism; Wasser- 
mann; etc. 

The procedure of the health diagnostician seeking 
the truth of a community’s ills must use similar ap- 
proach and as rigorous a testing of function and 
structure. 

Size, rate of growth (1790-1925) from an infancy 
of 2000 souls to a middle age of 120,000. 

Distribution of the human units, the cells of the 
cosmos of Cambridge by wards, races, nativity, color; 
illiteracy; density; etc., all help to give a picture 
of the physical qualities of the problem. 

Then the particular pathognomonic signs of this 
most revealing of all the diseases of housed humans, 
the death rates from tuberculosis over a period of 
years by age and sex, by residence, and country 
of birth. 

So far a simple verification of reasonably complete 
and valid facts. 

Then suddenly we strike a snag. A _ peculiarly 
medical obstruction. ' 

How many people have tuberculosis in Cambridge? 
Where, who, what ages, races, etc.? 

If we know of deaths why not of cases? Why, Drs. 
Brown, Smith, Jones, and Robinson do you fail to 
report at least two out of every three cases you have 
charge of? Why do you report seventeen per cent. 
of your cases of tuberculosis after they die, and 
nineteen per cent. more only within one month of the 
date of death and of these about one half in the 
last week of their lives? Don’t you recognize pul- 
monary tuberculosis until death is staring you and 
the patient in the face? 

Tuberculosis in Cambridge is not being generally 
detected and reported correctly. Why? 

And, by the way, is there any good reason for 
such an exhibit of independence and expression of 
local personality in Cambridge that listing of deaths 
is not on a basis as to terms of ages identical with 
that of other cities here and abroad? 

We follow Dr. Horwood as he searches for the 
excellences and faults of dispensary service, hospital 
care, and we see gradually developing something 
akin to a standard of conscientious performance 
against which the actuality looks a little puny. Un- 
used diagnostic facilities, unoccupied beds, patients 
needing both and knowing not where to go! A pic- 
ture of aimlessness chargeable to official indifference 
or inactivity. 

Turning to the volunteer from the official side of 
the city’s tuberculosis job we see the clear evidence 
of initiative, energy, competence. Here we see many 
of the functions, carried in some cities by well quali- 
fied officers of health departments, served by the pri- 
vately controlled tuberculosis associations, day camp, 
lectures, care of the pre-tuberculous, social and oc- 
cupational guidance, etc., all essential for a complete 
program for the sake of health. 

The volunteer group here as elsewhere widely 
throughout the nation representing the best in the 
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scientific and social conscience, and competence 
the community. . 

There follows a thoughtful analysis of the prob. 
lem in childhood, and especially the incidence of in- 
fection among school children as revealed by the ad- 
mirable work of Dr. Chadwick for the State Depart. 
ment of Health. 

In the two hundred pages of this Survey Teport 
we have another case history, for public health 
practise. 

The relevant facts are given, the logical OPinions 
are expressed, treatment suggested, and results of 
great benefit to the people of Cambridge will surely 
follow. 

This is more than a diagnosis, it is a challenge, pr 
Horwood, with the training of the biologist, the statis. 
tician, the sanitarian, comes to the people of Can. 
bridge with a set of observations and records which 
imply a failure of the organized medical profession to 
take that full leadership and responsibility for pre. 
ventive medicine which they exact in the diagnosis 
and treatment of disease. 

Is it not a little humiliating to us as physicians 
that on the whole we are laggards in making ou 
medical training effective in public affairs. We are 
still waiting to be called for by disease instead of 
stepping out in the fair field to prevent it. 

Let us soon see a survey of equal value, of similar 
responsibility evolve out of the brains and industry 
of a county medical society. 

Cambridge is to be congratulated more upon the 
vision of its antituberculosis enthusiasts, and upon 
their judgment in selecting a diagnostician in public 
health, than upon the strength of its health depart- 
ment or the participation of the family practitioners 
in the detection and control of tuberculosis. 

HAVEN EMERSON, M.D. 

November 26, 1928. 





JOHN HUNTER AND THE EXTRA-UTERINE 
SPECIMEN 


Mr. Editor: 


The present year being the bi-centenary of John 
Hunter’s birth, brings to mind the numerous amus- 
ing anecdotes relating to his untiring zeal in pro- 
curing specimens for his beloved museum. 

The following is from Ottley’s “Life of John 
Hunter.” 

“Dr. Clarke had a specimen of extra-uterine in 
which the foetus was still in the Fallopian tube, and 
had begun to develope in this locality, when the 
mother died of an internal hemorrhage, following 
rupture of the tube.” 

“He attached great importance to this prepara- 
tion and Hunter regarded it with envious eyes.” 

““Doctor’, said Hunter, ‘I’ll certainly have that 
specimen’. 

““No, John Hunter’, replied Clarke, ‘you'll never 
get it’. 

“*You won’t give it to me?’ ‘No’. ‘Won’t sell it 
to me?’” 

““No’. ‘Well’, said Hunter, ‘Look out that I don’t 
meet you with it at night, on some dark street, for 
TP’ll make way with you to get possession of it’.” 


Very truly yours, 
Wm. PEARCE Cours, M.D. 


December 5th, 1928. 
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ARTICLES ACCEPTED BY THE AMERICAN MEDI- 
CAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIl., 
November 24, 1928. 
Editor, THE NEw ENGLAND JOURNAL OF MEDICINE, 
Dear Doctor: 
In addition to the articles enumerated in our letter 
of October 27th, the following have been accepted: 


Arlington Chemical Co. 
Western Water Hemp Pollen Extract-Arlco. 
Spiny Amaranth Pollen Extract-Arlco. 


E. Bilhuber, Inc. 
Metrazol. 
Metrazol Ampoules, 1 cc. 
Metrazol Tablets. 
The Gilliland Laboratories, Inc. 
Rabies Vaccine-Gilliland (Semple Method). 
H. A. Metz Laboratories, Inc. 
Salyrgan. 
Ampules Salyrgan Solution, 1 cc. 
Ampules Salyrgan Solution, 2 cc. 


E. R. Squibb & Sons. 

Antipneumococcic Serum, Type I, 50 cc. gravity 
container. 

Antistreptococcic Serum-Squibb, 50 cc. gravity con- 
tainer. 

Squibb’s Mint-Flavored Cod Liver Oil. 

Yours truly, 
W. A. Puckner, Secretary, 
Council on Pharmacy and Chemistry. 





AMERICAN COLLEGE OF SURGEONS 


40 East Erie Street 
Chicago 
November 19, 1928. 
My dear Doctor Burrage: 
Massachusetts Medical Society, 
182 Walnut street, 
Brookline, Massachusetts. 
My dear Dr. Burrage: ; 

In behalf of the Officers and Regents of the Ameri- 
can College of Surgeons, may I take this early op- 
portunity to advise you that the next annual Clinical 
Congress of the American College of Surgeons is to 
be held in Chicago, Illinois, October 14 to 18, 1929. 

Sincerely yours, 
FRANKLIN H. Martin, M.D., Director General. 





INFORMATION SOUGHT OF LETTERS BY 
GENERAL LEONARD WOOD 


Hermann Hagedorn 
Study 27, Library of Congress, Washington, D. C. 
Residence: 3612 Davis Street N. W. 
Telephone Cleveland 4588 
November 23, 1928. 


The Editor, New ENGLAND JOURNAL OF MEDICINE: 
Dear Sir: 


I am engaged on the authorized biography of Gen- 
eral Leonard Wood who, you will remember, started 
his career as a physician, entering the United States 
Army in 1885 as a contract surgeon. It has occurred 
to me that some of your readers might have had 


to tell me of them, or to send me any letters from 
the General, or any unusual photographs, which they 
may have. 
I should appreciate it if you would call this matter 
to the attention of your readers. 
Yours sincerely, 

HERMANN HAGEDORN. 





A LECTURE BY DR. CHAMOT 


Office of the Chairman 
Northeastern Section 
of the 
American Chemical Society, Inc. 
Boston, Mass. 


A. W. Rowe 
80 East Concord Street, 
Boston. 
Tel. Back Bay 6400 
November 26, 1928. 
Dr. A. H. Crosbie, Secretary 
Suffolk District Medical Society. 
Dear Sir: 
As chairman of the Northeastern Section of the 
American Chemical Society I am writing to inform 
you of a lecture to be given before the Society by 
Dr. Chamot of Cornell University at eight o’clock 
on Friday, December 14, at Huntington Hall, 491 
Boylston Street. Dr. Chamot’s title will be “The 
Microscope in the Laboratory of Chemistry” and in it 
he will present some of the details of the micro 
methods which he has developed for chemical analy- 
sis. Feeling that some of his material may be of real 
interest to your members, in the name of the Society 
I am extending a cordial welcome to your organiza- 
tion to be present at the lecture. ,No formalities are 
necessary. Any member who desires to attend has 
only to come to Huntington Hall on the evening of 
the meeting. 
Believe me, Sir, 
Very sincerely yours, 
A. W. Rowe. 


Nore: Referred to the Journal by Dr. Crosbie. 


_— 
i 


RECENT DEATHS 


MATHEWS—Dr. JoseEPpH McDOWELL MATHEWS, 
president of the American Medical Association in 
1899, first president of the American Practologic 
Society, died at Los Angeles, Cal., of pneumonia, 
December 2, 1928, aged 81. 

He was a graduate of the University of Louisville 
School of Medicine in 1867, settled in Louisville, 
Ky., and was a pioneer specialist in diseases of the 
rectum. 











DUDLEY—Dr. Emitius CLARK DUDLEY, gynecol- 
ogist of Chicago, died at his home in that city from 
sequelae of a paralytic stroke, December 1, 1928, at 
the age of 78. 

He was born in Westfield, Mass., May 29, 1850, 
worked his way through Dartmouth College, grad- 
uating in the class of 1873 and two-years later took 
his M.D. from Long Island College Hospital, having 
tutored at Yale meanwhile. He received his train- 
ing in gynecology at the Womans Hospital in the 
State of New York under Thomas Addis Emmet and 
then settled in Chicago, being known as an expert 
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gynecology at Northwestern University and the au- 
thor of a textbook on the Principles and Practice of 
Gynecology that went through six editions between 
1908 and 1914. About two years ago he published 
an amusing autobiography entitled: “The Medicine 
Man”. ‘ 

Among the positions he held may be mentioned: 
Fellow of the American Gynecological Society, presi- 
dent in 1904; member of the British Gynecological 
Society and member of the Chicago Board of Edu- 
cation, 1901-1906. 

He is survived by his widow, who was Mrs. Anna 
M. Titcomb of Winnettsa, Illinois and by four 
daughters. 

Dr. Dudley was a forceful character who made his 
way to success through many obstacles; he carried 
the principles of gynecology to the west from the 
fountain-head in New York; he had an acute sense 
of humor and was an after dinner speaker who was 
much-in demand both in his clubs and among a 
large circle of friends, both in the West and in the 
East. 





STUTSON—Dkr. WILLIAM PECKHAM StTuTSON of 
Cummington, died at the Cooley-Dickinson Hospital, 
Northampton, December 1, 1928, as a result of hypo- 
static pneumonia following an extra-capsular frac- 
ture of the femur, received the previous October. 

He was born in Dartmouth, Mass., October 7, 1847, 
the son of George Peckham and Delilah Macomber 
Stutson. His education was in the public schools 
and with Dr. Burnap of Windsor Locks, Conn. with 
whom he read medicine. After two years in Yale 
Medical School he took an M.D. at the College of 
Physicians and Surgeons, Columbia University, N. Y., 
in 1880 and settled in practice in Norwich, Conn. 

In 1859 Dr. Stutson moved to Cummington, joined 
the state medical society three years later, and be- 
came assistant medical examiner for the first Hamp- 
shire district. He served under five governors, the 
last being Alvan T. Fuller. Dr. Stutson was presi- 
dent of the Hampshire District Medical Society in 
1913-1914 and later was a Commissioner of Trials 
from that District. His name was placed on the 
retired list in 1915 when he was 68 years of age. He 
is survived by his widow, who was Miss Martha 
Charter, of Cummington. 


PASCOE—Dr. WILLIAM WHELAN PAscogr, a Fellow 
of the Massachusetts Medical Society, of Adams, 
Massachusetts, died at the Plunkett Memorial Hos- 
pital in that town following an emergency operation 
for perforated gastric ulcer, December 2, 1928, at the 
age of 59. 

He was a native of Newfoundland, where he was 
born, May 31, 1869, the son of Joseph and Johanna 
Whelan Pascoe. His education was had at private 
schools and at Mt. Saint Allison College, New Bruns- 
wick, where he received an A.B. His medical degree 
was taken at Baltimore Medical College in 1894. 
After study abroad he settled in Savoy, Mass., and 
joined the State Medical Society from that town in 
1906, removing to Adams in 1912 and becoming a 
member of the staff of the Plunkett Memorial Hos- 
pital. 

During the past year he had been in poor health 
and had been assisted in a large practice by his 
brother, Dr. James Pascoe, of New Haven, Conn. 
He was an active member of Adams Council, Knights 
of Columbus. He is survived by his widow, who was 
Miss Mabel Sherman of Adams, and by three brothers. 


N.E.J 
December 13, 1928 
OBITUARIES 


DR. WALTER M. SPEAR 


“ In the death of Dr. Walter M. Spear, who dieg in 
ockland, Maine, on November 24, Surgery in New 
England lost one of its leading figures, Dr. Spear 
was born in Rockland, December 31, 1871, a son of 
Colonel Edward R. Spear, one of the substantial citi. 
zens of Rockland... He graduated from the Rock. 
land High School in 1890 and attended Bowdoin Col- 
lege. While in college he took part in the Bowdoin Col- 
lege Expedition to Labrador, one of the results of 
which was the discovery of Grand Falls. After 
leaving Bowdoin, he entered the Harvard Medica} 
School, from which he was graduated in 1894. He 
then became surgical interne at the Carney Hospi- 
tal, of which Dr. John C. Munro was chief surgeon. 
He became an enthusiastic admirer of his chief and 
of Dr. Bottomley and maintained the most cordial re. 
lations with them up to the time of their deaths, 
On returning to Rockland, he at once limited his 
practice to surgery, being the first in that region, 
if not in the State of Maine, to do so. He became one 
of the organizers of the Knox County Hospital, then 
a small and struggling hospital, and his work soon 
gave the hospital a reputation. As a surgeon he com- 
bined knowledge of his art with caution, enthusiasm 
and courage. One of the earliest papers he published 
was on “Abscess of the Spleen”. He had operated 
successfully on such a case and the report attracted 
wide attention. The writer remembers a visit to him 
in those early years, when he had an opportunity 
to examine his case records. These were a model 
of thoroughness and system and were kept by him 
with a scrupulous care, which was by no means wni- 
versal in those days. From the first of his practice 
he made frequent visits to surgical centers and 
kept in step with every advance. As his practice in- 
creased, he associated good men with him. The sum- 
mer residents of the Maine coast soon found out 
from the way emergencies were cared for at the 
Rockland Hospital that here was a safe place for 
the care of their families when surgery was need- 
ed. So impressed were they with the ability and 
personality of Dr. Spear that they contributed the 
money which made the present hospital what it is, 
a model of what a modern hospital should be. His 
work in both the new and the old hospital extended 
his reputation throughout the country. The hospi- 
tal, largely through his efforts, was on the approved 
list of the American College of Surgeons. 

He was a member and one of the founders of the 
New England Surgical Society, a member of the 
American College of Surgeons and the American 
Medical Association. 

Dr. Spear was above all a man of character. Large 
in person, emphatic in his speech, to some he may 
have seemed to present a rough exterior. One 
could not see much of him, however, without learn- 
ing the kind, simple heart and the delightful sense 
of humor that underlay it all. He was skillful and 
as honest as the day. He was a great lover of the 
outdoors and a wonderful companion on a shooting 
or fishing trip. Some of the pleasantest recollections 
of the writer’s life are the hours spent with Dr. 
Spear in the pursuit of wood-cock or salmon in the 
neighborhood of Rockland. He was one of the 
founders of the Rockland Rotary Club and was for 








ten years its president. 
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Death came to him suddenly in his office while 
examining a patient. He had been warned by pre- 
vious fainting attacks of the condition of his heart 
and had just returned from a long trip to Europe 
which he took with his wife in the interest of his 
health. During his funeral, business was suspended 
for one hour in Rockland. 

Walter Spear’s untimely death will leave an aching 
spot in the hearts of his friends. To have known 
well his big, strong, lovable personality was a priv- 
jlege that does not come often in life. Of his record, 
his family and the profession of his native state 
may well be proud. His works live after him. 





ERNEST PARKER MILLER 


It is most fitting that the Staff of the Burbank 
Hospital (Fitchburg) should memorialize the life of 
Doctor Ernest Parker Miller, who died on October 14, 
1928. 

From the inception of the Hospital to his death, 
Dr. Miller served the institution as a Trustee, a mem- 
ber of the Visiting Staff, and later, as a Consulting 
Surgeon. He was profoundly interested in whatever 
pertained to the welfare of the Hospital. 

He was a man of scholariy attainments and of 
sound professional training, a graduate of Harvard 
College, Harvard Medical School and of the House 
Staff of the Massachusetts General Hospital. Aside 
from his professional activities, he was keenly in- 
terested in the Humanities, and in the Arts, particu- 
larly as a lover of good music; one who derived much 
pleasure in its practice. He possessed to a remark- 
able degree a sense of humor and rare wit. 

In his professional career, he demonstrated his 
keen judgment and ability as a practitioner, and 
was much beloved by his patients. Chosen as one 
of the first group of visiting surgeons, he thus served 
the Burbank Hospital for many years, and upon his 
retirement from this office, was appointed a Con- 
sulting Surgeon, serving in this capacity until the 
time of his death. 

He was for many years Secretary, and later, Chair- 
man of the Medical Board of the Hospital, where his 
conservatism and counsel were of marked value in 
helping to solve the many professional problems that 
arose. 

It is with a deep feeling of regret at his loss that 
we, his associates, pay honor and tribute to his 
memory. 


_— 
<a 


NEWS ITEMS 


HARVARD MEDICAL SCHOOL 


The following are new appointments at the Har- 
vard Medical School for one year from September 
1, 1928: 

Paul Ivan Yakovlev, M.D., Assistant in Neuro- 
pathology; Stanley John Gregory Nowak, M.D., As- 
sistant in Surgery; Alexander Marble, M.D., Teach- 
ing Fellow in Medicine; Thomas Van Orden Urmy, 
M.D., Teaching Fellow in Medicine; Alexander Lud- 
wig von Muralt, Ph.D., Research Fellow in Physical 
Chemistry; Francis Mozart Thurmon, M.D., Research 
Fellow in Medicine; Alexander Watts Makepeace, 
M.D., Research Fellow in Obstetrics; Norman Ross 
Joseph, B.S., Research Assistant in Pediatrics. 

Change of title. One year from September 1, 1928: 

Green Smith FitzHugh, M.D., Assistant in Medi- 
cine, from Research Fellow in Medicine; Maxwell 





from Charles Follen Folsom Teaching Feilow in 
Hygiene; William Chauncey Egloff, M.D., Research 
Fellow in Medicine, from Assistant in Medicine. 
Resignation. Effective November 1, 1928: 

Helmut Dennig, M.D., Research Fellow in Physicai 
Chemistry. 

The following awards of scholarships for the sec- 
ond year class were made public on November 30, 
1928: 

Designation of Scholarship Recipient 


Matthew and Mary E. Bartlett—Richard E. Alt. 
Lucius F. Billings—John W. Epton. 

Joseph Eveleth, No. 1—Wallace J. Nichols. 
Joseph .Eveleth, No. 2—John R. Parish. 

Horace Putnam Farnham, No. 1—Wyatt C. Simpson. 
Hilton, No. 1—Frederick Kellogg. 

William Otis Johnson—Albert Hirsheimer. 
Claudius M. Jones—Arthur J. Geiger. 

Joseph Pearson Oliver—Edwin A. Harper. 
Charles B. Porter—Austin J. Brogan. 

Flavius Searle—Eldredge W. Stratford. 

John Thomson Taylor—Darwin E. Bennett. 

Dr. Charles Walker, No. 1—Harold Kelman. 
Abraham A. Watson—Warren P. Dearing. 
Lewis and Harriet Hayden—Pritchett A. Klugh. 


——— 


NOTICE 


CORRECTION 


Under the heading “Apparatus for Resuscitation” 
in the issue of November 15, page 977, second column, 
second line appears the statement “Among others 
Dr. Paul D. White, who tried out the method at the 
Massachusetts General Hospital,” etc. This statement 
should have read “Dr. James C. White.” 





th 


REPORTS AND NOTICES OF 
MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The Essex South District Medical Society held its 
regular meeting at Beverly Hospital, December 5, 
1928. 


Clinic at 4:00 p. m.: 

Dr. Clifton L. Buck: 1. Myxedema. 

Dr. Thomas Odeneal: 1. Septicemia treated with 
mercurochrome. 2. Foreign body in bronchus. 

Drs. Charles Phillips and Thomas Odeneal: 1. Esoph- 
ageal stenosis. 

Dr. John D. Adams: 1. Treatment of club feet. 
2. Examination of the back. 

Dr. Peer P. Johnson: Surgical clinic. 


At the dinner following the clinical program Dr. 
John W. Bartol, chairman of the committee to raise 
funds for the proposed medical centre to house both 
the Boston Medical Library and the Massachusetts 
Medical Society, and Mr. Kent, campaign manager 
of the same project, were guests of the society. Both 
spoke briefly and elucidated the plan under consider- 
ation. 

Mention was made of two bills which would be 
introduced at the next session of the Legislature, one 
being Dr. Woodward’s bill to extend the protection 
against smallpox by vaccination to include the pupils 
in private schools, and the other the proposed bill 
requiring annual registration of all physicians. 

The speaker of the evening was Dr. John D. Ad- 
ams of Boston, whose dissertation was upon arthritis. 











Finland, M.D., Teaching Fellow in Medicine and 
Charles Follen Folsom Teaching Fellow in Hygiene, 


Wo. T. Hopkins, Reporter. 
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JOINT MEETING OF THE NORFOLK, SUFFOLK 
AND MIDDLESEX SOUTH DISTRICT SOCIETIES 
AT THE MEDICAL LIBRARY, NOVEMBER 21, 
1928 


In accordance with the season’s program, arranged 
by the Boston Medical Library, the first joint meet- 
ing of the Suffolk, Norfolk and Middlesex South Dis- 
trict Societies was held at the Library Wednesday 
evening, November 21. 

Dr. Frederick W. O’Brien presented a paper, “Some 
Aspects of Physical Therapy” and the discussion was 
opened by Dr. Edwin T. Wyman. 

In his introductory remarks Dr. Safford, President 
of the Norfolk District Society, said in part: 

“It was stated at the recent Congress of Surgeons 
in Boston that in the last eleven years the number 
of hospital patients who died had been reduced 
from about 70 or 90 per thousand to 20 or 30 per 
thousand and that the mortality from major opera- 
tions had been reduced from 18 per cent. to 3 per 
cent. or less. 

“While erroneous deductions may be drawn from 
these statements, success in the treatment of many 
conditions has unquestionably been greatly increased 
in the last decade. There can be no doubt either 
that intelligent patients make more exacting demands 
on physicians and surgeons than a few years ago. 

“We have to be better prepared today, not only 
to utilize new discoveries, but to make an up-to-date 
application of ideas and principles which are old. 

“Physical therapy is not a new subject but it is 
acquiring new aspects which neither the physician 
nor the surgeon can afford to ignore.” 

Dr. O’Brien’s paper was confined chiefly to a con- 
sideration of light radiation and high frequency cur- 
rents and their clinicai application. He gave a sum- 
mary of present knowledge regarding the nature and 
characteristics of the radiant energy, a part of which 
we perceive as light, and referred to recent educa- 
tional progress in Physical Therapy both in the hos- 
pital and medical schools. He stressed the need of 
correlation of physical research with research in the 
physiological and medical laboratory. 

It is hoped that the paper will appear in the NEw 
ENGLAND JOURNAL in full shortly. 

Before beginning his paper, Doctor O’Brien took 
occasion to pay his respects to the late Doctor Frank 
B. Granger. He said, “Doctor Granger was one of 
the first physicians of the regular school hereabouts 
to practice the treatment of disease by electrical 
methods. He long stood alone convinced of the truth 
that lay in physical therapy, weathered the sorties 
of the charlatans into his chosen field, and lived to 
see it recognized as an important specialty in medi- 
cine. 

“His last message to the profession was given to 
the American Academy of Physical Therapy in ses- 
sion in New York City a few days before his death, 
and closed with the words ‘Adopt no holier than thou 
attitude.’ 

“It epitomizes his kindliness of thought, which was 
a characteristic of his every act. Only those who 
were close to him in his latter days will grasp the 
full strength of his character. With the knowledge 
that he was doomed, frightfully distressed, he could 
smile and listen with patience to those with ailments 
trifling compared with his own, and certainly less 
cheerfully borne.” 


N.E, . 
December ii it 
chiefly light therapy and results obtained at 2 | 
Children’s Hospital. The clinical methods of Utiliz, 





ing sunlight and radiations from lamps at the Hi 
pital were illustrated by lantern slides, es 





NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN, DIMOCK STREET, ROXBURY 


The monthly clinical conference will be held at the 
hospital at 8 P. M. on Thursday, Dec. 20, 1928. 

Dr. Eliza A. Melkon will read a paper on her 
recent work in the injection treatment of Varicoge 
veins, and will present pictures and actual cases, 

ALIceE H. BIGELow, M.D., Secretary, 





BOSTON MEDICAL HISTORY CLUB 


Boston Medical Library 
8 Fenway 
Monday, December 17 at 8:15 P. M. 
Notes on Malpighi. Dr. Frederick T. Lewis. 
“The Purple Island” by Phineas Fletcher. A 
Medical Allegory. Mr. W. H. Reynolds. 

Refreshments. 

JAMES F. BALLARD, Secretary. 





THE SOUTH END NEIGHBORHOOD MEDICAL 
CLUB 


The regular monthly meeting of the South End 
Neighborhood Medical Club will be held on Tuesday, 
December 18, 1928, at 12 o’clock noon, at the Head- 
quarters of the Boston Tuberculosis Association, 554 
Columbus Avenue. The speaker will be Frederick J. 
Cotton, M.D., on the subject, ‘Fractures in Industry”. 
Physicians are cordially invited. 

Following the meeting luncheon will be served. 


JOHN B. HAtt, M.D. 















NEW ENGLAND HEART ASSOCIATION 


December 20, 1928 
8.15 P. M. 
Amphitheatre, Children’s Hospital, 
300 Longwood Avenue, Boston, Mass. 


I. The Serum Treatment of Rheumatic Fever. Dr. 
Sidney D. Kramer, Boston. 

II. The Allergic Conception of Rheumatic Fever. 
Dr. Clifford L. Derick, Boston. 

Discussion to be opened by Dr. Kenneth D. Black- 
fan, Boston. 





THE NEW ENGLAND PEDIATRIC SOCIETY 


The annual meeting of the New England Pediatric 
Society will be held at the Boston Medical Library 
on Friday, December 14, 1928, at 8:15 P. M. 
I. Report of the Council. 
II. The Treasurer’s Report. 
III. The following paper will be read: <A Plea 
for Fewer “Emergency Operations” in Childhood, 
James S. Stone, M.D., Boston. To be read by Thomas 
H. Lanman, M.D., Boston. The paper will be dis- 
cussed by C. B. Faunce, M.D., Boston; William E. 
Ladd, M.D., Boston. 
IV. Election of Officers. 

WILLIAM W. Howe Lt, M.D., President. 





In opening the discussion Dr, Wyman considered 


RANDOLPH K. Byers, M.D., Secretary. 
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NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 


Dr. W. Holbrook Lowell, President 
82 Commonwealth Avenue, Boston 


Dr. Sylvester J. Beach, Vice-President 
704 Congress Street, Portland, Me. 


Dr. Samuel H. Wilkins, Secretary 
270 Commonwealth Avenue, Boston 


The next meeting of the New England Ophthalmo- 
logical Society will be held at the Massachusetts Eye 
and Ear Infirmary, 2438 Charles Street, Boston, on 
Tuesday evening, December 18, 1928, at eight o’clock. 

Clinical cases will be shown at 7.45 p. m. Mem- 
bers are requested to be present at this time to see 
the cases. 

Exhibit and Report of Cases: 

(1) Eccentric Pupils. Dr. Paul A. Chandler. (By 
invitation.) 

(2) Question of Encapsulated Intra-Ocular For- 
eign Body. Dr. J. Herbert Waite. (By invitation.) 

(3) Pigmented Spot on Iris. Dr. Paul A. Chand- 
ler. (By invitation.) 

(4) Carcinoma of the Optic Nerves. Dr. E. B. 
Dunphy, Dr. Theodore Terry. (By invitation.) 


1. Metastasis to Orbit from Adrenal Tumor. 
2. Sporothrix Infection of Upper Lid (duration 
three years). Dr. Howard F. Hill. 


Paper: 
Heterochromia Iridis and Cataract. Dr. Harry S. 
Gradle, Chicago, Illinois. 
SAMUEL H. WILKINS, Secretary. 


Members reporting cases or reading papers are 
expected to have an abstract with them to hand to 
the Secretary. 





CONFERENCE ON MENTAL HYGIENE IN PUBLIC 
HEALTH AND SOCIAL WORK 


On January 29, 1929, in the Main Dining Hall on 
the 14th floor of the Chamber of Commerce Building, 
Boston, there will be held a joint conference on 
Mental Hygiene in Public Health and Social Work, 
under the auspices of the Massachusetts Society for 
Mental Hygiene, the Boston Council of Social Agen- 
cies, and the Boston Health League. There will be 
an afternoon session at 3:30 and an evening session 
with a dinner at 6:30. 


PROGRAM 


Afternoon session: 3:30 p. m. C. Macfie Camp- 
bell, M.D., Presiding. President, Massachusetts So- 
ciety for Mental Hygiene, and Director, Boston 
Psychopathic Hospital. 

“The Role that Mental Hygiene Plays in School 
Hygiene,” by James S. Plant, M.D. Director, Essex 
County Juvenile Clinic, Newark, New Jersey. 

“The Psychiatric Social Worker and Her Relation 
to Social Case Work,” by Mrs. Eva Whiting White. 
Director, School of Social Work, Simmons College. 

“A Critique of Mental Hygiene,” to be announced 
later. 

“The Psychiatric Social Worker’s Contribution to 
Community Nursing,’ by Miss Marie L. Donohue. 
Mentai Health Supervisor, Community Health Asso- 
ciation. 

“A Nutrition Worker Looks at Mental Hygiene,” 
by Miss Frances Stern, Chief of the Food Clinic, Bos- 
ton Dispensary. 





Summary of the Afternoon Program, by Mr. Rob- 
ert Kelso, Executive Secretary, Boston Council of 
Social Agencies. 

Dinner: 6:30 p. m. 
session. 


George H. Bigelow, M.D., Presiding. Commis- 
sioner, Massachusetts Department of Public Health. 

“The Significance of Mental Hygiene to Public 
Health,” by C.-E. A. Winslow, Professor, Public 
Health, Yale School of Medicine. 


‘“‘What Mental Hygiene Means to Social Work,” by 
Mr. Barry G. Smith. General Director, Common- 
wealth Fund. 

“What Mental Hygiene and Psychiatry Offer the 
Fields of Public Health and Social Work,” by George 
M. Kline, M.D. Commissioner, Massachusetts De- 
partment of Mental Diseases. 


Followed by the evening 





HARVARD MEDICAL SOCIETY 


There will be a meeting of the Harvard Medical 
Society at 8:15 on the evening of December 18. 
PROGRAM 
Presentation of Cases. 
Paper, “The Respiratory Quotient and Its Signifi- 


cance,” Dr. Francis G. Benedict. 
WILLIAM P. Murpnuy, M.D., Sec. 
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SOCIETY MEETINGS 


Combined Meetings of the Boston Medical Library, the 
Suffolk District Medical Society, the Middlesex South 
District Medical Society and the Norfolk District 
Medical Society 


December 19—Surgical Section. Symposium on Stom- 
ach Surgery. “Operative Procedures: Indications and 
Results,’ Dr. . H. Miller; ‘Selection and Manage- 
ment of Patients for Gastric Surgery,’’ Dr. H. M. Clute; 
‘“‘Acute Perforations of Stomach and Duodenum,” Dr. W. 
R. Morrison; ‘‘Results of a Series of Stomach Operations,”’ 
Dr. E. S. Emery, Jr. Discussion by Doctors David 
Cheever, Edward P. Richardson, Frank H. Lahey and I. J. 
Walker. 

January 30, 1929—General meeting in association with 
Boston Medical Library. ‘‘Heredity,’’ Professor George H. 
Parker, Harvard University. 

February 27, 1929—Medical Section. ‘“‘The Newer Knowl- 
edge of Nutriment,’’ Dr. Lafayette B. Mendel (exact title 
to be submitted later), Yale University Medical School. 

March 27, 1929—Meeting in association with Middlesex 
South District Medical Society. Clinical and Experi- 
mental Studies of Obstructing Jaundice and Its Compli- 
cations. Dr. Waltman Walters, Mayo Clinic. 

April 24, 1929—Annual meeting. Speaker, Dr. Walton 
Martin, New York City. Title to be announced later. 

The medical profession is cordially invited to attend all 
these meetings. 





December 13—Staff meeting of the Massachusetts Gen- 
eral Hospital. Detailed notice appears on page 1187, issue 
of December 6. 

December 14—The New England Pediatric Society. For 
complete notice see page 1234. 

December 14—Massachusetts Psychiatrie Society. De- 
tailed notice appears on page 1187, issue of December 6. 

December 17—Boston Medical History Club. Complete 
notice appears on page 1234. 

December 18—Harvard Medical Society. Detailed notice 
appears elsewhere on this page. 

December 18—New England Ophthalmological Society. 
Complete notice appears on page 1235 

December 18—South End Neighborhood Medical Club. 
For complete notice see page 1234. 

December 20—New England Heart Association. See 
page 1234 for detailed notice. 

_ December 20—New England Hospital for Women and 
Children. Complete notice appears on page 1234. 

January 29—Conference on Mental Hygiene in Public 
Health and Social Work. Detailed notice appears else- 
where on this page. 
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DISTRICT MEDICAL SOCIETIES 


Barnstable District Medical Society 
Schedule of Meetings: February 7, 1929, May 2, 1928. 


Bristol North District Medical Society 
April 18, 1929—Spring meeting. 


Essex North District Medical Society 
January 2, 1929 (Wednesday)—Semi-annual meeting at 
Haverhill, at 12:30 P. M. 
May 1, 1929 (Wednesday)—Annual meeting at Lawrence, 
at 12:30 P. M. 
May 2, 1929 (Thursday)—Censors meet at Hotel Bart- 
lett, 95 Main Street, Haverhill, at 2 P. M. (Tel. 3430.) 


Essex South District Medical Society 

January 2, 1929 (Wednesday)—Hawthorne Hotel, Salem. 
Dinner at 7 P. M. Symposium on Gall Bladder Disease. 
Speakers: Dr. Chester Jones, Boston, Diagnosis of Gall 
Bladder Disease, and Differential Diagnosis in Jaundice. 
Dr. Paul Butler, Boston, X-ray in Gall Bladder Disease. 
Dr. Frank Lahey, Boston, Surgery of Gall Bladder. 

February 6, 1929 (Wednesday)—Council meeting, Boston. 

February 13, 1929 (Wednesday)—Danvers State Hospi- 
tal. Clinic at 4 P. M. Supper at 6 P. M. Speaker: Dr. 
Roger Lee. Boston: subject to be announced later. Dis- 
cussion from the floor. 

March 6, 1929 (Wednesday)—-Lynn Hospital. Clinic at 
5 P. M. Dinner at 7 P. Symposium on Pneumonia. 
Speakers: Dr. Reginald Fitz, Diagnosis. Dr. Fred Lord, 
Treatment. Dr. William H. Robie, Heart in Pneumonia. 
Discussion from the floor. 

RALPH E. STONE, M.D., Secretary. 


Franklin District Medical Society 


Meetings will be held on the second Tuesday of Janu- 
ary, March and May. 


Hampden District Medical Society 


The next meeting will be held January 22. Additional 
notices will appear later. 


Hampshire District Medical Society 
March 13, 1929—Address by Dr. George E. Gage, Profes- 
sor of Bacteriology and Physiology at the Massachusetts 
State College. 


Middlesex East District Medical Society 

The following schedule of meetings has been arranged 
for the coming year: 

January 16—Wakefield. 

March—Reading. 

May—Melrose. 

Subjects and speakers to be arranged by committees 
in each city or town. 


Middlesex North Medical Society 
The winter meeting will be held the last Wednesday 
in January. 
The annual meeting will be held the last Wednesday 
in April. 


Middlesex South District Medical Society 
March 27, 1929—Joint meeting with the Suffolk and Nor- 
folk Districts. 
April, 1929—Annual meeting. Definite date to be an- 
nounced later. 


Norfolk District Medical Society 


Below are the proposed meetings of the Norfolk District 
Medical Society for the 1928-29 Season. The schedule 
below will be adhered to as strictly as possible. The 
carrying out of the proposed plan will, of course, depend 
upon the acceptances of invitations extended to the speak- 
ers. Minor changes may be necessary. 

January 29—Roxbury Masonic Temple. Gubject, Treat- 
ment of Varicose Veins by the Injection Method—Dr. E. E 
O’Neil. Dr. Homans will open the discussion. 

February 25—Roxbury Masonic Temple. Dr. W. BR 
Ohler. Subject to be announced. Discussion to be opened 
by Dr. A. A. Hornor. 

March 29— Roxbury Masonic Temple. Subject and 
speakers to be announced. 

May—Annual meeting program to be announced, 

The Censors of the Society meet May 9, 1929, at the 
Roxbury Masonic Temple, Warren Street, Roxbury, at 
4 P. M., for the examination of candidates. 


Plymouth District Medical Society 
January meeting, Thursday, January 17, 1929, at 11_A 
M., Brockton Hospitai, Brockton, Mass. Speakers: Dr 
Michael F. Fallon, Chief of Surgical Staff, St. Vincent 
Hospital, Worcester, Mass.; Dr. Edw. J. Denning, Chie! 
of Medical Staff, Carney Hospital, Boston, Mass.; subject 
to be announced later. 





cients 2 
March meeting at the Moore Hospital, Br 
March 21st, program to be announced ria Mass, 


April meeting at the Commercial Club, Br 
18th, at 6 P. M- Annual Oration by Dr. Ralph Go wepotl 
Orator; dinner. ; 


Suffolk District Medical Society 


March 27, 1929—Meeting in association wit 
South District Medical Society. ‘Clinical ey peat 
mental Studies of Obstructive Jaundice and Its Com li. 
cations,’’ Dr. Waltman Walters, Mayo Clinic. mn 


April 24, 1929—Annual meeting. Speaker, D 
Martin, New York City. Title to be announced ee 


LINCOLN DAVIS, M.D., President. 
ARTHUR H. CROSBIE, M.D., Secretary. 


Worcester District Medical Society 


January 9, 1929—Chamber of Commerce, W 
Dr. Leon T, LeWald of, New York City. pies: 


February 13, 1929—Worcester State Hospital. 
to be announced. “ Program 


March 13, 1929—Worcester City Hospital. Dedi 
of te Nurses’ Home. Speaking program to oe 
nounced. 


April 10, 1929—Grafton State Hospital. Program to be 
announced. 


May 8, 1929—Annual meeting. Worcester Country Club. 


Worcester North District Medical Society 


_January 22, 1929 (Tuesday)—At Henry Heywood Memo- 
rial Hospital, Gardner, by invitation. Program by Staff. 


Annual meeting the fourth Tuesday in April. 
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BOOK REVIEWS 


Problems in Surgery; University of Washington 
Graduaie Medical Lectures for 1927. By Grorcr 
W. CritE, M.D. Edited by Amy F. Rowland. 
Octavo volume of 171 pages, illustrated. Phila- 
delphia and London: W. B. Saunders Company, 
1928. 


This series of six lectures was delivered in the 
Course of Graduate Medical Lectures of the Uni- 
versity of Washington during the summer of 1927. 
The author makes no attempt to present a complete 
treatise on any of the subjects, and the volume 
merely records series of rather informal discus- 
sions. The titles of the lectures are: The Man- 
agement of the Acute Infections; A General Consid- 
eration of the Treatment of Premalignant and Malig- 
nant Conditions; Operations on the Bad-Risk Pa- 
tient; The Mechanism of Hyperthyroidism; Diag- 
nostic and Operative Clinic; A Bipolar Interpreta- 
tion of Certain Normal and Pathological Conditions. 

With the exception of certain obscure passages 
dealing with electric phenomena in the human body, 
the lectures are very readable and instructive. 


Physical Education Activities for High School Girls, 
by The Staff of the Department of Physical Educa- 
tion for Women, University of Michigan, Ann Ar- 
bor, Michigan. Philadelphia: Lea & Febiger, 1928. 
xii+322 pages. 


This is an excellent monograph on gymnastics, 
marching, games, dancing, swimming, canoeing, ten- 
nis, golf, archery and other activities used in physi- 
cal education of high school girls, edited by Dr. Mar- 
garet Bell and her associates in the University of 
Michigan. It is well written and carefully illustra- 
ted. There might be some criticism, from the medi- 
cal viewpoint, of the over-emphasis of the periodic 
health examination, but, on the whole, the book is 
well balanced. The descriptions of the various 
games are especially well done. 

















